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ABSTRACT 
This explorative descriptive design study explores the engagement 
between General Practitioners (GPs) and community mental health staff 
working to care for mental health consumers.  Mental health clinicians, 
community support workers and General Practitioners working closely 
with mental health clients were invited to complete a web-based survey 
using Survey Monkey.  A total of 653 GPs and 850 mental health workers 
participated in the study.  Consent to participate in the study was implied 
by the completion of the anonymous survey.  The researcher used the 
RMIT University Protocol for researchers planning to conduct a web-
based survey.  The study explored and described how this scheme has 
enhanced communication between these two groups to improve outcomes 
for people with mental illness who are living in the community.  In 
addition this study considered demographic constructs such as 
qualification, length of experience and GP willingness to engage with this 
Commonwealth initiative.  Results of this study outline the profile and 
perceptions of community mental health workers and the GPs they work 
with.   
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CHAPTER ONE 
Introduction and Study Background 
This explorative descriptive design study explores the engagement 
between General Practitioners (GPs) and community mental health staff 
working to care for mental health consumers.  GPs have increased 
responsibilities under the Mental Health Nurse Incentive Program 
(MHNIP) and care is coordinated with mental health nurses based in 
primary care.  Community mental health workers assist in the delivery of 
this care within the person’s home and within community based settings 
such as hostels and drop in centres.  The study has a focus on exploring 
the quality of communication and engagement between General 
Practitioners and mental health workers and aims to explore and describe 
how the MHNIP has enhanced practice and communication between the 
GPs and community mental health workers to improve outcomes for 
people with mental illness.  There is evidence that even if individuals with 
serious mental illness have a regular source of primary care, they may not 
attend services because of a lack of coordination between mental and 
medical healthcare (Druss, Rohrbaugh, Levinson & Rosenheck, 2003).   
 In addition this study will consider demographic constructs such as 
qualification, length of experience and willingness of health care 
professionals and workers to engage with this Commonwealth initiative.  
Results of this study outline the profile of community mental health 
workers and the GPs they work with.  
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BACKGROUND 
Impact of de-institutionalisation on the Medical System 
Deinstitutionalisation was originally and idealistically portrayed by 
advocates and consumers as a liberating, humane policy alternative to 
restrictive care and has also be interpreted as a series of health policy 
reforms that are associated with the gradual demise of mental heath care 
dependent on large state supported hospitals (Nirje, 1985). 
During the 1960s and 1970s, deinstitutionalisation of the medical 
system took place in Australia and other countries such as the United 
Kingdom, Canada and the United States of America.  Based on the principle 
of normalisation (Nirje, 1985), the practice of psychiatric rehabilitation in 
the 1980s had pre-empted the new 1990s vision of better service delivery 
for people living with mental illness.   
Ideally, deinstitutionalisation marked a shift from custodial inpatient 
care to the beginning of community treatments where more humane and 
liberal approaches could be adopted (Burchard, 1999).  However, this also 
saw a change in the culture of how mental health care was delivered within 
the community.  Results from research concerning deinstitutionalisation 
highlight specific changes that have occurred in the areas of adaptive and 
maladaptive behaviour, choice making, quality of life issues and 
longitudinal outcomes.  Adaptive behaviour improves generally across age 
and ability groups after relocation from an institution (Burchard, 1999).   
Current mental health policy is focused on recovery from mental 
illness.  People with mental illness may have multiple housing, vocational, 
3  
educational and social requirements and like all members of the community 
desire to live independent lives (Goldmann, 2001).   
The concept of working towards recovery from mental illness has 
become increasingly important post the time of deinstitutionalisation.  The 
problems in effectively bringing about community based 
deinstitutionalisation of mental health consumers with supportive resources 
and with the fact that the person with serious mental illness requires more 
than just relief from symptoms of mental illness challenge practitioners to 
work in partnership with consumers towards better outcomes (Anthony, 
1993). 
The deinstitutionalisation of mental health care and the 
implementation of a National Health Policy in Australia occurred during the 
1970s.  Through this policy, the National Institute of Mental Health founded 
the concept of community support systems (CSS).  The approach was a 
coordinated policy to replace traditional standalone psychiatric hospital with 
a mix of general hospital, residential and community services integrated into 
and co-located with the mainstream hospital system.  
Deinstitutionalisation is considered a significant step towards 
helping people towards independence and recovery from mental illness.  
Psychiatric rehabilitation brings new systems of services that have the 
potential to impact on healthier outcomes for people with a mental illness 
and provides several essential clinical services such as the following:  
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• Treatment: This is a process of easing symptoms and distress.  This 
has the potential to provide symptom relief and can be an initial first 
step in recovery allowing the individual relief from symptoms.   
• Crisis intervention: Along with early intervention crisis triage and 
management assists to resolve problems, identify potentially 
dangerous problems and focus once again on recovery. The result is 
to plan for ways to promote personal safety. 
• Case management: This is the process of acquiring services to fulfil 
the needs and desires of the clients and to coordinate individual 
client care within a complex health system.  
• Rehabilitation: It is helpful to develop the skills of the clients and 
support to fulfil the goals of the clients. The promotion of 
independence and better health care outcomes is the goal.  
• Enrichment: It is helpful to fulfil and satisfy the activities of the 
clients. It helps in self-development. 
• Basic Support: This fulfils the requirements to survive, sustain and 
support.  For example ensuring shelter, food and access to health 
care (Anthony, 1993).   
In the 1980s, proponents of psychiatric rehabilitation highlighted 
that mental illness is debilitating and this impairment results in diminished 
functioning.  The concept of recovery from mental illness, physical illness 
or disability needs greater attention if services are to be recovery focused 
and assist people who have a severe mental illness. 
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Recovery is very complex in mental illness and it is also a time 
consuming process.  The process includes the development of a new life 
that one person can live beyond the disastrous effects of mental illness. 
Recovery is actually a unifying human experience (Anthony, 1993).  
Successful recovery means to change the life.  It changes the attitudes and 
behaviour of a person.  It helps the person to take interest in other activities.  
All these things help a person to recover from mental illness (Anthony, 
1993). 
A review of published literature also found practitioners working in 
the general health care setting found it increasingly challenging to manage 
people with complex health care needs and mental illness.  The 
consequences of lowered socio-economic status, compromised mental states 
and apparent extent of cognitive deficit in some would see persistence of 
harmful life style choices and poor attendances with medical follow ups if 
there is limited support (Robson & Gray, 2007).  
Declaration of Alma-Ata 
The declaration of Alma-Ata (1978) outlines that primary health 
care is simply the first form of contact for essential health care that is 
accessible and affordable to the community without compromising the 
quality of care.  The World Health Organization (WHO) defined health in 
its broader sense in 1946 as "a state of complete physical, mental, and social 
well-being and not merely the absence of disease or infirmity. 
The people are to have the right and duty to participate individually 
and collectively in the planning and implementation of their health care.   
Essential health care is based on practical, scientifically sound and socially 
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acceptable methods and technology made accessible to individuals and 
families in the community through their full participation (Rosen, Gurr & 
Fanning, 2010).  It is the first level of contact of individuals, the family and 
community with the national health system that brings health care as close 
as possible to where people live and work and constitutes the first element 
of a continuing health care process (Rosen, Gurr & Fanning, 2010).    
Governments in turn have a responsibility for the health of their 
people that can be fulfilled only by the provision of adequate health and 
social measures.  It is important to assess the cost that the community and 
country can afford to maintain at every stage of their development in the 
spirit of self-reliance and self-determination (Rosen, Gurr & Fanning, 
2010).   
Therefore primary care should form an integral part both of the 
country's health system, of which it is the central function and main focus, 
and of the overall social and economic development of the community.  
Emergence of the community care teams 
With the steady progression of de-institutionalisation over the past 
three decades, the vast majority of people living with mental illness are 
managed in the community.  
A variety of models of case management have been developed over 
the past decades (Harris & Bergman, 1993).  One of the models of care is 
from Stein and Test (1980).  They created a program known as the Program 
for Assertive Community Treatment (PACT) designed as a community-
based alternative to the hospital for individuals with mental illness 
presenting for treatment.  PACT eventually became a program utilised by 
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patients with the diagnosis of mental illness who are discharged into the 
community after episodes of hospitalisation.  The focus of the program 
included psychosocial support and maintenance of medication adherence.  
Thus, this approach is also commonly referred to as the assertive 
community treatment (ACT) model. 
A multidisciplinary team delivers ACT, usually consisting of a 
psychiatrist, a nurse, and at least two case managers.  The ACT model 
includes (1) low patient to staff ratios; (2) that most services are provided in 
the community (e.g., patients' homes), rather than in the office; (3) 
caseloads being shared across clinicians, rather than individual caseloads; 
(4) 24-hour coverage; (5) that most services are provided directly by the 
ACT team and not brokered out; and (6) time-unlimited service (Stein & 
Test 1980; 1985; Thompson, Griffith, & Leaf, 1990; Test, 1992).   
The low patient to staff ratio with emphasis placed on treatment in a 
patient’s natural environment, and the preference for providing direct 
services rather than referring patients elsewhere reflect the ACT model's 
priority on providing practical supports in daily living, such as shopping, 
laundry and transportation.  
Community-based mental health services are now becoming the 
preferred model for delivery of psychiatric care, in contrast to the more 
traditional mental hospital-based services.  The World Health Organization 
(WHO) is a proponent of such an approach, not only in the high and middle-
income countries of the West, but also in low-income developing countries.   
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The NSW Community Mental Health Strategy 2007–2012 (the 
Strategy) outlines the program developments required to achieve recovery 
oriented community mental health services.  It aligns with State and 
National mental health policies to:  
• Promote mental health and well being 
• Embed a recovery approach within service delivery 
• Prevent and/or intervene early in the onset or recurrence of mental 
illness 
• Improve evidence based practice in community supports and 
services 
• Enhance community responses to mental health emergencies and 
acute care needs. 
As envisioned in the declaration of the Alma-Ata in September 
1978, a team must address the main health problems in the community, 
providing promotive, preventive, curative and rehabilitative services 
accordingly.   
Mental Health in Australia 
Slade et al (2009, p.15) estimate that “within their lifetime, nearly 
half of all Australians will experience a mental health disorder and 20% will 
have a mental health disorder in any given year.  Younger people are more 
likely to experience a mental health disorder.”  
The most common disorders in Australia are anxiety disorders 
(14.4%), affective disorders (6.2%), and substance use disorders (5.1%).  
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The World Health Organisation has identified that depression is likely to be 
the most prevalent health issue worldwide by 2020.  The prevalence of 
suicidal ideation, suicide attempts and death from suicide is a major 
concern.  The Living Is For Everyone (LIFE) Framework (2007) reports that 
suicide deaths now represent 1.3 % of all Australian deaths.  Females are 
more likely to attempt suicide, whilst attempts by males are more likely to 
result in death, with Australian men representing 77% of all suicide deaths 
in 2007.   
Begg et al., (2007, p.59) “noted that mental health disorders were 
responsible for 13.3% of the total burden of disease and injury in Australia 
and almost half of the non-fatal burden of disease.”  Co-morbidity of mental 
health disorders and substance use disorders is common and often 
associated with poorer treatment outcomes, a more severe illness course, 
and higher service utilisation.  Physical health is also significantly poorer 
for people experiencing mental illness, resulting in reduced life expectancy.   
Data on rates of hospitalisation also suggested that people with 
mental illness do not receive the same level of medical treatment in hospital.  
Suicide was also significant in people experiencing mental health issues, 
with the greatest period of risk occurring in the first two weeks after 
discharge from inpatient care.  Poorer living arrangements can be one of the 
impacts associated with mental illness whilst a lack of secure 
accommodation can in turn contribute to poor mental health.  There are 
many social factors associated with poor mental health, including poverty, 
family breakdown, exposure to trauma or violence, substance misuse, social 
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isolation, a family history of mental health disorders, and risk taking 
attitudes and behaviours (Slade 2009). 
In contrast, factors associated with building resilience include social 
connectedness, having a sense of hope, being engaged in meaningful 
activities or employment, feeling safe, and having some sense of control in 
one’s life.  Economic and personal security and having the skills to manage 
life events and stresses can be protective and assist in maintaining good 
mental health.  These protective factors have become the focus of many 
Australian mental health promotion and prevention programs.   
Notwithstanding these prevalence rates, it has been estimated that 
only 30% of people with a mental health disorder use mental health services 
(Bennett-Levy & Perry, 2009).  The rate is likely to be even less in rural 
areas, where access to mental health services can be difficult (Bennett-Levy 
& Perry, 2009).  The social and economic costs of mental health disorders 
(such as depression and anxiety) are increasingly being recognised by 
governments and the community at large (Bennett-Levy & Perry, 2009).   
A robust mental health system for all Australians requires timely 
access to a range of public, private and non-government services, delivered 
through flexible service delivery models that take account of the particular 
circumstances within each community.  New technologies (such as, tele-
psychiatry and Internet-based services) have proved to be useful strategies 
in reaching a scattered population and broad based programs such as 
“Beyondblue” have been able to reduce stigma associated with depression. 
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Mental Health Nurse Incentive Program 
 The National Action Plan on Mental Health 2006 – 2011 was 
endorsed by the Council of Australian Governments (COAG) and 
accompanied by an Australian Government commitment of $1.9 billion 
over five years.  The aim of the plan is to: improve mental health and 
facilitate recovery from illness through a greater focus on promotion, 
prevention and early intervention; improved access to mental health 
services, including Indigenous and rural communities; more stable 
accommodation and support; and meaningful participation in recreational, 
social, employment and other activities in the community.  Improving the 
care system will involve a focus on better-coordinated care and building 
workforce capacity. 
 The Mental Health Nurse Incentive Program (MHNIP) is part of the 
Australian Government’s component of the National Action Plan on Mental 
Health 2006 – 2011.  The funding allows general practices, private 
psychiatrists and other appropriate community providers (including general 
practice networks and private hospitals) to engage or retain mental health 
nurses to assist in the provision of coordinated clinical care for people, in 
the community, with severe mental health disorders.  This provision of care 
involves a co-ordinated approach between the GP, Mental Health Practice 
Nurse and a variety of community based quasi-professional services to 
assist with housing, support and therapy.   
The MHNIP is intended to help community based patients with a 
severe mental illness get the right services at the right time, assisting to 
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prevent unnecessary hospital admissions/readmissions.  Client outcomes 
expected from this collaborative approach to providing clinical support and 
services in the community are:  
• An improved levels of care for people with severe mental 
health disorders; 
• A reduction in hospital admissions and readmissions for 
people with severe mental health disorders; and 
• Assistance for people with severe mental health disorders to 
stay well, and connect with their community.   
Responsibility for the MHNIP rests with the Australian Government 
Department of Health and Ageing, while funding for the program is 
administered through Medicare.  All nurses working under the MHNIP are 
required to undergo the process of credentialing which the Australian 
Collage of Mental Health Nurses co-ordinates.  Guidelines outline how 
payments are made on a half-day, sessional basis and allow credentialed 
mental health nurses to work closely with the patient’s psychiatrist or GP to 
facilitate the provision of coordinated clinical care and treatment for people 
with severe mental health disorders.  A 25% loading applies to organisations 
operating in outer regional, remote and very remote areas, and one-off 
establishment grants have been made available.  Services provided by the 
nurse may include: 
• Establishing a therapeutic relationship to perform care 
planning; 
• Medication management; 
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• Support for family and carers; 
• Providing information on physical health care; and 
• Improving links to other health professionals and liaison with 
community support programs.   
These services can be provided in a range of settings such as in clinics or at 
a patient’s home.  Support provided under this program targets people with 
severe mental health disorders during periods of significant disability.   
 A general practitioner or psychiatrist determines eligibility for the 
service on the basis of the following criteria: 
• The patient must have a diagnosed severe mental health disorder, 
and the disorder must cause significant disablement to social, 
personal and occupational functioning; 
• The patient has had at least one episode of hospitalisation for their 
mental health disorder, or be at risk of future admissions and 
requires continuing treatment over the next two years, and the 
general practitioner or psychiatrist is principally responsible for the 
patient’s clinical mental health care; and 
• The patient consents to treatment by the mental health nurse. 
A Mental Health Treatment Plan, also known as item 2710 in 
Medicare must be prepared in collaboration with the mental health nurse 
and the GP or psychiatrist.  Contents of the plan would include goals, 
intervention and projected outcomes supported by the mental health nurse in 
forms of service coordination, education and motivational interview.  The 
GP or psychiatrist with input must review the plan regularly, where 
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appropriate, from a mental health nurse or other allied health professional.  
The Health of the Nation Outcome Scale (HoNOS) is to be completed at 
regular intervals.   
Significance of the study 
This study is significant as it explores contemporary practice in 
primary care to implement care for Australians with mental illness.  These 
practice changes have emerged in response to reports and emerging policy 
changes.  In July 2006, the Council of Australian Governments (COAG) 
agreed to the National Action Plan on Mental Health 2006-2011, 
recognising the need for a change in the way governments respond to 
mental illness.  While most initiatives executed in Australia represent 
additional commitments to expand ongoing programs, many are new and 
take the delivery of services for people with mental illness into areas beyond 
the boundaries of traditional health care.   
The initial movement of downsizing standalone psychiatric 
institutions as part of de-institutionalisation has seen an increase demand on 
GPs and community mental health clinicians whilst the allocated psychiatric 
facilities within the general acute hospitals remained limited.   
In 2007, the National Survey of Mental Health and Wellbeing 
(SMHWB) were designed to provide lifetime prevalence estimates for 
mental disorders.  Of the 16 million Australians aged 16-85 years, almost 
half (45% or 7.3 million) had a lifetime mental disorder, i.e. a mental 
disorder at some point in their life.  One in five (20% or 3.2 million) 
Australians had a mental disorder impacting upon them over a 12-month 
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period.  There were also 4.1 million people who had experienced a lifetime 
mental disorder but did not have symptoms in the 12 months prior to the 
survey interview (Australian Bureau of Statistics 2007). 
The National Mental Health report also reflected a need to increase 
community supports – an alternative option for care to cope with the high 
demand.  One of the latest developments of the mental health reform has 
seen the emergence of the Mental Health Nurse Incentive Program 
(MHNIP).  
More GPs and community mental health workers are embracing the 
MHNIP as its presence matures in the community.  The MHNIP clinician is 
consequently seen as the lynch pin of communication bridge between the 
GPs and external service providers such as community mental health 
workers easing the difficulty of information delivery and exchange.  
However little research has explored the nexus of communication between 
the GP, MHN and CMHW.  This current study intends to fill this gap. 
  Moreover, the study will explore the role of nurses and general 
practitioners in contemporary community based mental health care under 
the Mental Health Nurse Incentive Program.  The effectiveness of the 
program and the new system will also be assessed.  This research will 
largely help the mental health community in recognising the benefits of the 
MHNIP.  Furthermore, medical practitioners will be able to identify their 
roles and responsibilities in community based mental health care. 
Research Questions 
The research questions for this study are as follows: 
16  
1. What are the experiences of GPs when working with community 
mental health workers under the MHNIP?   
2. What are the experiences of community mental health workers when 
working with GPs under the MHNIP?  
3. What attitudes towards collaboration in patient care have developed 
post the MHNIP?  
4. Do demographic variables influence GP engagement with 
community mental health workers under the MHNIP? 
Personal Reflection: 
Being one of the few pioneers since the implementation of the 
MHNIP my interest in this study developed out of the difficulty experienced 
to engage partnerships with GPs to support people with a mental illness and 
link mental health consumers with appropriate services.  I eventually 
understood the fine art of communication with the GPs and was interested to 
explore the experiences of other community mental health workers and the 
GPs themselves.  I was also interested in understanding if demographics 
made any difference to outcomes.  Several of my fellow community support 
workers who have minimal mental health qualifications however equipped 
with a lengthy work history of service provision reported engagement and 
communication with GPs to be an ongoing challenge.  They often 
experienced that their assessment of the client’s mental state were often 
disregarded or misunderstood.  This made me consider that nurses need to 
engage GPs, who needed to understand the MHNIP and that CMHWs were 
also central to this process.  Both GPs and nurses needed to work well with 
the CMHWs to deliver better co-ordinated care. 
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The MHNIP is only in its early stages of establishment, having 
emerged from a pilot program to an ongoing Department of Health and 
Aging (DoHA) funded program in July 2008.  To date, only evaluative 
projects are completed, of which, all are small scale, mainly exploring 
patient’s satisfaction and the financial benefits the MHNIP would offer if 
any general practices engage with the program.  
Assumption 
This study assumes that all participants have responded truthfully to 
the questionnaire provided and to their best ability. 
Organisation of Thesis  
The thesis is presented in five chapters.  The first two chapters 
incorporate background information in relation to the study including the 
study aims and question and provide a review of the background literature 
pertaining to mental health service delivery and policy.  Limited literature 
exists concerning the MHNIP program or its evaluation.  Chapter three 
provides an overview of the methods used for the study.  Chapter four 
presents the study results in both descriptive and graphic ways.  Chapter 
five discusses the study results in relation to the research aims, explores the 
implications for practice, makes recommendations and concludes the study. 
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CHAPTER TWO 
 
Background Literature 
 
Overview of the Chapter 
This chapter describes the available literature and subdivides it in to 
seven sections outlining Mental Health Care in Australia, Promotion, 
Prevention and Early Intervention, Primary Health in Australia, The Shift of 
Primary Care, Integrating and Improving the Care System, Role of General 
Practitioners in the Community, Coordination of Care and Collaboration in 
Mental Health Care. 
Mental Health Care in Australia 
The effects of mental illness are felt across our nation.  Mental 
health and mental illness result from a complex combination of events and 
conditions that occur in everyday life across all of life’s domains—
biological, individual-psychological, social-psychological and structural. 
Recent reports from parliamentary inquiries and independent reviews have 
presented strong evidence for change in the way governments respond to 
mental illness (Lehtinen, Riikonen & Lahtinen 1997). 
The Council of Australian Governments (COAG) has formulated 
and agreed to a National Action Plan on Mental Health.   
The National Action Plan is directed at achieving four outcomes: 
1. Reducing the prevalence and severity of mental illness in 
Australia; 
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2. Reducing the prevalence of risk factors that contribute to the 
onset of mental illness preventing longer term recovery; 
3. Increasing the proportion of people with an emerging or 
established mental illness who are able to access the right 
health care and other relevant community services at the 
right time, with a particular focus on early intervention; and 
4. Increasing the ability of people with a mental illness to 
participate in the community, employment, education and 
training, including an increase in access to stable 
accommodation. 
The Plan commenced in 2007 establishing a strategic framework 
that emphasised coordination and collaboration between government, 
private and non-government providers in order to deliver a more seamless 
and connected care system and so that people with mental illness are better 
able to participate in the community.  All states and territories have since 
invested significantly in mental health services and remain in agreement that 
more needs to be done. 
Despite the significant investments and efforts in support services 
over the past years, from a mental health consumer perspective, the 
responsibilities for service delivery are not always clear.  Services can 
overlap and result in fragmentation and poor connections between them.  
This has a detrimental impact on individuals who need to access services 
and is often costly and inefficient.   
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Promotion, Prevention and Early Intervention: 
Mental health or illness results from the interplay between the 
individual and external factors such as the environment.  This is a critical 
concept when considering health interventions and effective promotion, 
prevention and early intervention activities are based on this premise.  The 
estimated annual cost of mental illness in Australia is approximately $20 
billion this includes the costs from loss of productivity and participation in 
the workforce (Singh, Hawthorne & Vos, 2001).   
An increasing body of evidence shows that activities aimed at the 
promotion of mental health prevention and early intervention for mental 
health problems and mental disorders will substantially improve the social 
and emotional wellbeing of all Australians (Dowrick, 1992).  It follows that 
improving mental health can lead to social and economic benefits to the 
Australian community.  The benefits of promoting mental health are many, 
and include improved psychosocial functioning in all of life’s domains, 
better physical health and increased productivity, as well as reduced health 
problems, mental disorders and associated burdens (Dowrick, 1992). 
Some of the most important environmental influences on mental 
health are opportunities that enable people to exercise control over their 
lives, to use their skills and to engage in supportive social interactions.  It is 
also important for individuals, groups and communities to be able to set 
goals and experience a variety of opportunities.  Having a valued social 
position, an adequate income and physical security are also fundamental to 
mental health (Lehtinen, Riikonen & Lahtinen 1997). 
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These influences on mental health and mental illness occur in the 
events and settings of everyday life and, as a consequence, promotion, 
prevention and early intervention for mental health need to take place 
beyond the traditional mental health, or even health, sectors; that is, in all 
the sectors that are part of and impact on people’s daily lives (Lehtinen, 
Riikonen & Lahtinen, 1997). 
Growing evidence suggests that when identified and treated early, 
mental illnesses are less severe and of shorter duration, and are less likely to 
recur.  Early intervention is therefore critical to promote recovery and 
reduce the incidence of adverse effects of mental illness in the community 
and chronic disability (Lehtinen, Riikonen & Lahtinen, 1997). 
According to the World Health Organisation (1986, p. 425) health 
promotion is “the process of enabling people to increase control over, and 
improve their health”.  Health promotion activities may influence an 
individual’s behaviour such as engaging in daily exercise and living a 
healthy lifestyle.  Moreover, it can be promoted at a wider community level 
such as the provision of laws and regulations regarding preventive 
healthcare. 
Preventive medicine is a “proactive approach.” Wellness is an 
important aspect of a nation.  It is described as the state of oneself that is 
free from diseases.  “Prevention is often defined as having three levels: 
• Primary - the promotion of health and the prevention of illness, eg: 
immunisation and making physical environments safe; 
• Secondary - the early detection and prompt intervention to correct 
departures from good health or to treat the early signs of disease 
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such as cervical screening, mammography, blood pressure 
monitoring and blood cholesterol checking; and 
• Tertiary - reducing impairments and disabilities, minimising 
suffering caused by existing departures from good health or illness, 
and promoting patients’ adjustment to chronic or irremediable 
conditions like prevention of complications by self-monitoring of 
defined parameters supported by their GP.” (The Royal Australian 
College of General Practitioners, 2006, p.1). 
Primary Health and mental health in Australia 
 Primary health care in Australia is commonly viewed as a first level 
of care or as the entry point to the health care system for consumers.  It can 
also be taken to mean a particular approach to care which is concerned with 
continuing care, accessibility, community involvement and collaboration 
between sectors (Rogers & Veale, 2000).   
In the Australian context, a commonly used definition from the 
Australian Primary Health Care Research Institute (APHCRI) (2005) is: 
“Primary health care is socially appropriate, universally 
accessible, scientifically sound first level care provided by health 
services and systems with a suitably trained workforce comprised of 
multi-disciplinary teams supported by integrated referral systems in 
a way that: gives priority to those most in need and addresses health 
inequalities; maximises community and individual self-reliance, 
participation and control; and involves collaboration and partnership 
with other sectors to promote public health.  Comprehensive primary 
health care includes health promotion, illness prevention, treatment 
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and care of the sick, community development, and advocacy and 
rehabilitation” (p. 20) 
From a theoretical perspective, primary health care is sometimes 
regarded as a spectrum ranging from comprehensive primary health care to 
selective primary health care to the medical model of primary health care 
(Rogers & Veale, 2000).  Primary health care in Australia is delivered 
through a mix of Commonwealth, state and territory government funding 
and private funding and publicly and privately delivered services.  While 
many primary health care services are delivered through privately provided 
general practice, supported by patient access to Medicare rebates, it is 
recognised that a range of other programs have developed to address some 
service gaps as they have emerged. 
In considering the recent history of primary and community health 
care arrangements in Australia, the starting point is Medicare.  Medicare 
was introduced in October 1984 with the intent to provide a simple, fair and 
affordable insurance system that provided basic health cover to all 
Australians, building on the existing fee-for-service billing arrangements. 
Medicare, which applies to in- and out-of-hospital services, allowed for 
privately practising doctors to be able to elect to take the Medicare benefit 
as full payment for a service from a patient (a practice known as bulk-
billing), and those patients who wanted to receive private treatment in a 
public or private hospital were able to insure against such costs – but there 
was no requirement, compulsion or incentive for anyone to take out private 
health insurance.  Private health insurance cover has not generally been 
available for treatment covered by Medicare. 
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In 1992-93, the Australian Government committed funding for the 
establishment of the Divisions of General Practice to support GPs to work 
with each other and with other health professionals to improve the quality of 
service delivery at a local level.  Over the last decade the role of Divisions 
has evolved to a focus on achieving program and policy outcomes through a 
move to outcomes-based funding.   
The introduction of the More Allied Health Service program in 2000 
and the Access to Allied Psychological Services (ATAPS) Program in 2006 
have also broadened the role of Divisions to include fund holding and 
provision of allied health services.  Support for allied health and other 
health professionals have now developed to be a core role for some 
Divisions.  GP mental health plans and associated psychological therapy 
items and the MHNIP were introduced at the same time as part of the Better 
Access to Psychiatrists, Psychologists and GPs program through the 
Medicare Benefits Scheme (MBS) to improve consumers’ access to high 
quality primary mental health care. 
The Shift of Primary Care 
Research shows that those health systems with strong primary health 
care are more efficient, have lower rates of hospitalisation, fewer health 
inequalities and better health outcomes including lower mortality, than those 
that do not (Starfield, 1996; Forrest & Whelan. 2000; Browne, Robert, 
Gafni, Byrne, Weir  & Majumdar. 1999). 
Around the globe, many nations are grappling with how best to 
address similar issues.  In response, many industrialised countries including 
New Zealand (NZ), the United Kingdom (UK) and Canada have undertaken 
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significant investment and reform processes directed at strengthening the 
primary health care sector.  These reform processes have predominantly 
focussed on encouraging a population health focus, greater use of multi-
disciplinary teams, increased accountability for performance, and improved 
access to services. 
Integrating and Improving the Care System  
People with mental illness often require access to a range of human 
services provided by Commonwealth, State and Territory governments and 
the private and non-government sector.  Coordination of all these services 
can help to prevent people who are experiencing acute mental illness from 
slipping through the care ‘net’ and reduce their chances of readmission to 
hospital, homelessness, incarceration or suicide.  Better-coordinated 
services will also mean that people can better manage their own recovery.  
A care system providing timely and high-quality health and 
community services to people with a mental illness that assists them to live, 
work and participate in the community is deemed effective.  The 
effectiveness and integrated care system has several parts working well 
together:  
• Psychiatrists in the community and a primary health care sector of 
GPs, psychologists, mental health nurses, and other allied health 
workers that provide clinical services to people with mild, moderate 
and severe mental illness, including early identification, assessment, 
continuous care and case management;  
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• Emergency, acute and community-based mental health services 
assisting people who are experiencing acute episodes of mental 
illness to prevent crisis and promote rehabilitation and recovery; 
• Community support services such as accommodation, personal 
support, vocational education and training, and employment services 
that enable people with mental illness to live stable and productive 
lives in the community; and  
• Effective assessment and triage within all parts of the system to 
ensure care needs are properly identified early, and that people with 
mental illness are referred to the services from which they will 
benefit most. 
Role of General practitioners in the Community 
General Practitioners (GP) are practitioners who plan an essential 
role in promoting health and preventing diseases.  In Australia, several 
factors affect the well being of a person such as aging.  Australia’s 
population is aging.  It is speculated that 15–20% of the population will be 
over 70 years by 2020.   
Aging is being linked to the increase of the use of various health 
services and the proportion of people with long-term illnesses increasing 
(The Royal Australian College of General Practitioners, 2006).  Moreover, 
an increase of mental illness occurs with aging.  Elderly people are more 
prone to various mental health diseases such as depression Alzheimer’s 
disease and dementia.  
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General practitioners play a big role in rendering appropriate and 
adequate mental health care to patients.  The implementation of the Mental 
Health Nurse Incentive Program entitles general practitioners with a greater 
role in taking care of patients and enhancing the effectiveness of the mental 
health system. 
Coordination of Care 
COAG’s remains committed to vast investment in the future to 
ensure coordinated care for people with severe mental illness and complex 
needs, it is obvious people who are most at risk of falling through the gaps 
in the health system require a high level of commitment and for their 
complex needs to be acknowledged.   
There is an initial focus on those people with serious illness who are 
most likely to benefit.  This group of people have persistent symptoms and 
significant disability, have lost social or family support networks and rely 
extensively on multiple health and community services for assistance to 
maintain their lives within the community. National projects such as 
ATAPS and the MHNIP are examples of the introduction of a new system 
of linking care.   
People within the target group are offered a clinical provider and a 
community coordinator from Commonwealth and/or State and Territory 
government funded services. The clinical provider, who may be a GP, a 
mental health nurse, a treating doctor in hospital, or where appropriate an 
Aboriginal Health Worker, will be responsible for the clinical management 
of the person. The community coordinators could be Commonwealth-
funded personal helpers and mentors or coordinators from State and 
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Territory government funded services.  The community coordinator will be 
responsible for ensuring the person is connected to the non-clinical services 
they need, for example accommodation, employment, education, or 
rehabilitation. 
This new way of linking services for people with a mental illness is 
aimed at giving them the ability to better manage their recovery by giving 
them clear information on who is providing their care, including 
information on how to access 24-hour support, and who can help link them 
into the range of services they need.   
Regular communication will also empower professionals to work 
across Commonwealth, State and Territory boundaries, and across clinical 
and non-clinical services.  Clinicians and community coordinators would 
ensure continuity of care is maintained when they are relinquishing their 
role to a new clinician or community coordinator. 
Collaboration in Mental Health Care 
Remarkable progress has been reported for the physical and material 
wellbeing of the majority of Australians.  However, this is not paralleled by 
gains made in the mental wellbeing of the general population.  The 
Australian primary health care system has won accolades as a system that 
can efficiently deliver health care to the people in a timely and fair manner.  
General Practice has been recognised to play a strategic role in 
deliver of this health care (Olasoji & Maude, 2008).  Nevertheless, General 
Practitioners are not able to provide sufficient care to individuals with 
severe mental illness without getting support from a specialist mental health 
professional e.g., mental health nurse in the practice.  The advent of the 
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MHNIP provided an opportunity for mental health nurses to work 
collaboratively with GPs in primary health care in the delivery of care to 
people with a severe mental illness (Olasoji & Maude, 2008). 
According to available data, more than one million Australian 
citizens suffer from some sort of mental illness and half of these patients are 
at risk for long term suffering arising from unresolved symptoms (Olasoji & 
Maude, 2008).  These reports are damning, as it is now known that Mental 
illness in Australia contributes 30% of the non-fatal burden that is 
dominated by years’ lost due to disability as well as 13.3% of the total 
burden of disease and injury.   
The literature review by Olasoji and Maude, (2008) revealed that 
only 40% of people with mental disorder had acknowledged receipt of any 
treatment.  They further reported that 85% of the general Australian 
population sees a GP every year and that mental health is the second most 
common general practice co-morbidity.  The general practitioners are 
responsible for more than 10 million mental health consultations yearly and 
they are the most common providers of mental health services. 
Collaboration between GPs and community mental health workers 
cannot be achieved unless there is effective communication between these 
groups.  With ways of fostering the relationship between the parties abound, 
it is necessary to have a specific framework to provide a link between GPs 
and community mental health workers which often requires establishment 
of joint agreements between both parties (Strathdee, 1992).  
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Singh (2000) acknowledged that  
“Lack of effective communication and poor coordination of care 
have been cited as the most important reasons for failures of care 
provision in some of the high-profile tragedies of ‘failure of 
community care’ (Ritchie, 1994; Davies, 1995).  Poor 
communication is a major barrier to effective team operation and 
functioning.” (p. 415) 
 There may be many reasons for this miscommunication between the 
general practitioners and community mental health workers.  It is 
noteworthy that GPs vary in their skills and abilities as well as interests in 
providing psychiatric services.  The degree to which GPs manage different 
phases of psychiatric problems differs and this can contribute to limitation 
in communication with both peers and the community mental health care 
workers.   
The General Practice South Australia (GPSA) aptly captures another 
factor that leads to ineffectiveness of communication and hence poor 
collaboration as follows:  
“The approach for establishing collaborative partnerships is 
not clear.  If community mental health workers ‘may’ be 
required to take on a leadership role in this relationship 
building, what mandate will be given to staff to provide this?  
From a general practice point of view, the general 
practitioner and/or the mental health clinician within a 
Division are usually perceived as the lead carer.” (GPSA, 
2009, pg. 2) 
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Clearly, effective communication skills are required to bring the 
collaboration to fruition without bringing dissatisfaction and consequent 
differences between both parties.  It is evident from previous studies that 
even if individuals with serious mental illness have a regular source of 
primary care, they may not attend services because of a lack of coordination 
between mental health services and GP medical healthcare (Druss et al., 
2003).  Responsiveness of the treatment system and collaboration between 
the primary health and mental health systems can enhance communication 
between medical and mental health care professionals and positively affect 
the aftercare of patients (Katon et al., 2001). 
Summary of the Chapter 
 This chapter has explored the political climate of mental health care 
in Australia.  Some emphasis is placed on the importance of Promotion, 
Prevention and Early Intervention as it plays the key role in dictating the 
eventual continuity of the MHNIP.  
There is also a consideration of roles, coordination and collaboration 
whilst rendering mental health care. The role of GPs in the provision of 
mental health care has been determined in a variety of literature.  Perhaps 
one of the most relevant piece of work is that of Olasoji and Maude, (2008) 
in which they clearly laid bare the contribution of both GPs and mental 
health workers.  
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CHAPTER THREE 
Research Methodology 
This chapter describes the explorative descriptive research design 
and methodology used in this study.  The study design provides information 
on how the research was conducted and the steps used for the research 
process.  The data was collected via structured questionnaires for the GPs 
and a similar questionnaire for the CMHW.  This is followed by sampling, 
questionnaire validity and reliability, elimination of bias and ethical 
considerations such as: consent to proceed, confidentiality, right to 
withdraw and storage of data. 
Study Design: 
Descriptive research, according to Gay, Mills, and Airasian (2006), 
represents “reporting things the way things are” (p. 11); one means of doing 
this is to acquire answers to questions about the current status of the 
participants of the study, including assessment of the preferences of a 
specific group.  In particular, a survey’s purpose is to “describe 
systematically the facts and characteristics of a given population or area of 
interests, factually and accurately” (Isaac & Michael, 1971, p. 18).  
Hence, the study has adopted an explorative descriptive quantitative 
approach, where mental health clinicians, community support workers and 
General Practitioners working closely with mental health clients were 
invited to complete a web based survey using Survey Monkey.  
Consent to participate in the study was implied by the completion of 
the anonymous survey.  The researcher’s used the RMIT University 
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Protocol for researchers planning to conduct a web-based survey.  The 
survey instruments were developed from the literature and clinical 
experience.   
Content validity of the instruments used was achieved through 
review by a panel of independent academics, general practitioners, program 
co-ordinators from the divisions of general practice and senior clinicians 
(Lynn, 1989). 
Data Collection and Analysis 
The surveys were posted online in the domain hosted by Survey 
Monkey.  Web links were sent via electronic mail inviting voluntary 
consented participation.  Flyers were also utilised to advertise and invite 
participation in the study.  People interested in participating in the study but 
not able to use the web based platform were able to request a copy of the 
survey instrument via the post or email.  
Gathering of data from the completed online surveys of mental 
health clinicians, community mental health support workers and GPs were 
further analysed by both the reporting tools present in Survey Monkey and 
the assistance of the computer program SPSS version 17 for Windows. 
Initial descriptive statistics were sought: frequencies, mean, central 
tendency and cross tabulations.   
Data collection occurred between the periods of November 1 2009 to 
Feb 2010.   A total of 653 GPs and 850 mental health workers participated 
in the study.   Methods of data collection included mail out and Internet link 
completion of the questionnaire.  A total of 1200 invitations to participate in 
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the study were sent out to GP surgeries and 1000 to community mental 
health services.  
A questionnaire was sent to each mental health worker and GP (on 
request if they did not want to complete the online survey), along with a 
letter detailing the objectives of the study and consent, to maximise 
response rate, a postage paid envelope was included.  The survey was 
otherwise available for interested parties to par-take online on a web space 
hosted by survey monkey. 
Sampling 
GPs 
A total of 1,200 invitations to participate in the study were sent to 
GP surgeries or distributed during the education evenings whilst the 
remaining were GPs contacting the researcher to offer an expressions of 
interest of participation after hearing about the study from a colleague.  A 
total of 653 surveys were returned resulting in a 54% return rate with the 
last completed survey received in the mail on 15th of February 2010. 
Mental Health Workers 
Distribution of the surveys structured for Mental Health Workers 
were via a web link on survey monkey.  One thousand flyers were sent out 
inviting people to use the web link to survey Monkey or request a hard copy 
survey and plain language statement.  It was difficult to estimate the return 
rate for this population as flyers were sent to organisations and not 
individuals.  The web counter exhibited a total of 650 attempts to 
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participate.  An additional 200 surveys were returned in the mail. This 
resulted in a total return of 850 surveys.  With the last completed survey 
arriving in the mail on the 25th January 2010.  However 60 of these surveys 
or 9.23% were incomplete and thus some missing data is the result 
Instrumentation, Design and Validity 
In order to collect data from the participants, two questionnaires 
were designed.  The study participants were divided into two large groups, 
separated via the professional role they play.  General Practitioner (GPs) 
and one of Community Mental Health Workers (comprising of Psychiatric 
Disability Rehabilitation and Support Services (PDRSS) workers, mental 
health nurses and psychologists. 
The study sought to compare experiences of the community mental 
health workforce group with that of GPs.  A search for possible usable 
questionaries was conducted; however, limited literature was available.  In 
response to this constraint, the researcher had to design the questionnaires.   
Contents of both the questionnaires are linked to the researcher’s 
experience whilst practicing as a community mental health nurse in close 
liaison within a medical practice in Melbourne.  The limited available 
literature also guided the questionnaire development.  
The questionnaires were structured to explore communication 
methods of closer liaison, job satisfaction, necessity for advocacy, 
collaborative management, discharge planning between services and service 
transition.  The final part of the questionnaires also looks at levels of job 
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satisfaction, personal perceptions and how opportunities of ongoing 
education were being seen as a valued practice regardless of the nature of 
employment the participant is in. 
During the study, both the questionnaires measured using a Likert 
scale (i.e., strongly agree, agree, neither agree nor disagree, disagree, 
strongly disagree) were given to two program managers at the local GP 
division and three senior clinicians in two area mental health services in the 
public system and five GPs for review.  Columns indicating a scale of 
relevant, irrelevant and a request for comments were included.   
An assessment sheet was developed for the content validity review.  
An assessment sheet was developed for the content validity review using a 
method of review described in an early article by Lynn (1989).  Lynn’s 
method of content validity analysis has been used in several published 
projects (Wynd, Schmidt, & Schaefer, 2003).  Burns and Grove (1997) also 
describe methods to claim for content validity of an instrument utilising a 
panel of experts.  For the purposes of this thesis a content validity of the 
instrument was sought, as it was a once off instrument to be used with a 
population for a purposive descriptive study.  Lynn also indicated that this 
approach decreases the likelihood for chance agreement because it brings 
the expert ratings closer to a normal distribution (Lynn, 1989) 
 A validity test was conducted to determine whether the survey was 
relevant to answering the research questions or not.  In addition, the 
consistency of the survey was determined during the analysis phase using 
the reliability test.  In this regard, the reliability coefficient was determined 
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(the correlation to measure the intensity and direction of the relationship 
between GPs and community mental health workers).  The validity test put 
forward to the three community mental health workers, two health 
promotions officers and five General Practitioners returned a “relevant 
feedback” and “no comments” for the survey.  This feedback unanimously 
endorsed the content validity of the survey. 
Elimination of bias 
The researcher is aware of their personal involvement in this study.  
Potential participants who were in any way involved with the researcher’s 
daily duties as outlined by the position description were immediately 
excluded from the study population group.  PDRSS workers who also 
provided service within the same organisation were excluded from 
participation. 
Ethical Considerations 
Ethical issues are one of the first important aspects to consider in 
any research design.  Sensitivity increases when human participation is 
involved.  Thus, the researcher undertook the following measures: 
University approval 
The research proposal was assessed and approved by the Royal 
Melbourne Institute of Technology (RMIT) Human Ethic Research 
Committee (HERC).  RMIT HERC ensured the researcher had paid the 
necessary attention to the welfare and privacy of the respondent population, 
assessed the level of appropriateness of the study and ensured the researcher 
understood the benefits or risks completion of the study would bring.  
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Consent to proceed and ethical sampling 
Once permission was obtained from the RMIT HERC, the researcher 
sought permission from various divisions of general practices within 
metropolitan Melbourne to create awareness of the study.  A flyer was 
developed.  Three out of the five divisions of general practices within the 
Melbourne Metropolitan areas provided consent for participation and 
allocated time for explanation of the study to their attending GPs during an 
education evening and the ability to circulate flyers.  
PDRSS organisations were also approached and the researcher had 
face-to-face meetings with the regional managers to promote the study and 
to engage suitable employees’ participation in the study.  All organisations 
approached were served with copies of the questionnaire, a cover letter 
introducing the researcher, a plain language statement and information of 
the web link where participation of the survey could occur at a time most 
convenient for the participants. 
Confidentiality 
There was never any personal one to one contact at any time during 
the course of data collection.  The participants completed the surveys either 
collectively during the evening sessions, posted them anonymously to a 
reply paid address or online via the web link.  Participants who later 
expressed interest via a snowballing sampling method had their 
questionnaires mailed to their local divisions.  A plain reply paid envelope 
was also included in the mail out.   
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In order to keep a record of the mail out, manual journaling of 
precise documentation of how many copies were sent inclusive of the reply 
paid envelopes occurred.  The journal in hard copy was then kept in a 
locked filing cabinet with only the researcher having access to the key. 
Right to withdraw 
An email address, mobile number, business contact number and a 
reply paid envelope were provided should they require contact with the 
researcher.  Participants could withdraw from the study by not completing 
the questionnaire.   
Storage of data 
During the study, all data was stored safely to maintain 
confidentiality.  Hard copies of the completed questionnaire were filed 
according to the participant group in a locked cabinet with accessibility 
exclusive to the researcher whilst all transferred data are stored in a 
computed SPSS program protected by password also exclusively accessible 
to the researcher. 
Data from the SPSS program were transferred into blank Digital 
Video Discs (DVD) due to the size of the data and program supporting the 
data.  The DVDs were then also stored in the same cabinet under lock and 
key.  All the collected data will be stored securely for the next five years 
and only after this time frame all the returned questionnaires will be 
shredded, the DVDs will be destroyed and the data stored in the computer 
will be erased. 
40  
Chapter Summary 
This chapter has provided a description of the study setting, data 
collection and analysis techniques.  The development of the instrument 
(questionnaires) used with the GP and the community mental health worker 
populations has been described.  Ethical aspects of the study have been 
considered.  The following chapter will present the results of the study.  
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CHAPTER FOUR 
Results 
  
This chapter presents the study results in three sections reporting the 
responses from the survey of General Practitioners and Community Mental 
Health Workers respectively.  Section one reports the results from the 
survey distributed to General Practitioners.  Section two provides the results 
of the survey of Community Mental Health Workers.  Section three reports 
co relational statistics.  Each questionnaire has individual constructs with 
the purpose being to survey each populations overall perception.  
Section One: Results of the Survey of General Practitioners (GPs) 
The survey for GPs consisted of two parts: Part A provided 24 
questions requiring a variety of responses. Part B consisted of 22 statements 
to be rated on a Likert Scale.   
Part A GP Questionnaire Results 
Demographics 
In the survey for GPs, question 1-5 explored the demographics of the 
participants: the age ranges, whether they own the practices they consult 
from, nature of practice and location of practice. 
Age of General Practitioners 
Question A1 asked GP participants to provide their age from four 
optional age ranges.  Figure 1 exhibits the different age groups in which 
participants fall.  Out of the total of 653 respondents, the majority of 
respondents fall into the age group of 46-55 year old.  Sixty eight 
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respondents in the range of 25-35 year old, 52 in the range of 36-45 year 
old, 526 in the range of 46-55 year old and 7 aged 56 and over. 
Age Group
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Figure 1:  Age of the participation 
 
Practice Details 
Question A2 asked GPs if they had their own practice. Out of 653 
respondents, 315 had their own practice whilst 338 respondents did not. 
Figure 2 provides an illustration of this result.  
Figure 2: Practice pattern of the participants 
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Figure 2: Practice pattern of the participants 
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Location of GP Practice 
Question A4 asked the GPs to provide the location of their practice. 
A total of 315 GPs indicated they had their own practice. Table 1 provides 
the break down under postcodes with the total number of GPs in each area 
recorded in brackets.   
Table 1: Postcode locations of GP respondents 
 
1 3000 
n = 65 
Melbourne  9 3051 
n = 17 
Hotham Hill  
North Melbourne  
2 3020 
n = 86 
Albion 
Sunshine 
Sunshine North 
Sunshine West  
10 3053 
n = 26 
Carlton  
Carlton South  
3 3029 
n = 118 
Hoppers Crossing 
Tarneit 
Truganina  
11 3057 
n = 31 
Brunswick East 
Sumner  
 
4 3030 
n = 122 
Derrimut 
Point cook 
Werribee 
Werribee South  
12 3070  
n = 16 
Northcote  
 
5 3031 
n = 31 
Flemington 
Kensington  
13 3071 
n = 19 
Thornbury  
 
6 3032 
n = 21 
Ascot Vale 
Highpoint City 
Maribynong 
Travencore  
 
14 3073n = 
11 
Reservoir  
 
7 3040 
n = 15 
Essendon 
Essendon West  
 
15 3074 
n = 15 
Thomastown  
 
8 3042 
n = 26 
Airport West 
Keilor Park 
Niddrie  
 
16 3081 
n = 16 
Bellfield 
Heidelberg Heights  
Heidelberg West  
 
17 3182 
n = 18 
St Kilda 
St Kilda South 
St Kilda West  
 
   
 
 
 
44  
Patients with mental health concerns 
Question A5 asked GPs if they had managed patients with mental 
health concerns as part of every day work. Every GP participant (N = 653) 
in this survey manages patients with mental health concerns on a daily basis 
Use of Area Mental Health Services Resources 
Questions 6-8 explored how much the participating GPs utilise the 
Area Mental Health Services 
Frequency of Contact with CATT by Participants 
Question A6 asked GPs how often they have contacted the Crisis 
Assessment Treatment Team (CATT).  Thirteen of the respondents had 
never contacted the CATT in their time of practice and 175 had contacted 
the CATT once or twice.   The majority of respondents i.e. 457 contacted 
CATT more than three times.  Only 8 respondents felt they had contacted 
CATT too many times. Figure 3 illustrates this 
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Figure 3: Frequency of contact with CATT 
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Use of Primary Mental Health Team 
 
Question A7 asked if the services of the local Primary Mental Health 
Team were being utilised.  During their time of practice, 288 of the 
respondents had frequently utilised the services of PMHT whilst 365 of the 
respondents reported that they had utilised the PMHT but it was 
infrequently.  Figure four illustrates this result.  
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Figure 4:  Frequency of contact with PMHT by participants 
 
 
Frequency of requiring the PMHT in the last 6 months by participants 
 
  Question A8 asked how often GP respondents had required services 
of the Primary Mental Health Care Team in the previous six months.  A 
total of 296 of the respondents had used PMHT once in the last six months 
and 69 of the respondents used this service twice.  Twenty-three of the 
respondents used the services provided by the PMHT only three times. 
Twenty six respondents indicated they had used the service four times, no 
one indicated they had used the service 5 times, 172 has used the service six 
times, 53 indicated seven times and 14 indicated eight times.  See Table 
two. 
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Table 2:  Frequency of requiring the PMHT in the last 6 months by 
participants 
 Frequency Percent 
Once 296 45.3 
Twice 69 10.6 
Thrice 23 3.5 
Four Times 26 4.0 
Five Times 0 0.0 
Six Times 172 26.3 
Seven Times 53 8.1 
Eight Times 14 2.1 
Total 653 100.0 
 
Knowledge of Mental Health Related Medicare Item Numbers.  
Questions 9-16 explored the knowledge of numbers of Medicare 
items, especially designed for patients with mental health conditions 
Item Number #2710 – Mental Health Care Plan 
Question A9 asked GP participants about their knowledge of the 
item number #2710 – Mental Health Care Plan.  The majority of the 
respondents i.e. 648 indicated that they were aware of the MHCP whilst 5 
respondents did not know the MHCP item number. 
Frequency of Using MHCP by GP Participants 
Question A10 asked GPs how often they use the item number for 
Mental Health Care Plans #2710.  17 of the respondent would often use the 
MHCP while, 53 of the respondents would sometimes use the MHCP and 
555 of the respondents would rarely use the MHCP.  Twenty of the 
respondents have never used the MHCP.  Table three illustrates this result.  
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Table 3:  Frequency of using MHCP by participants 
 Frequency Percent 
Often 17 2.6 
Sometimes 53 8.1 
Rarely 555 85.0 
Never 28 4.3 
Total 653 100.0 
First point of Referral for Participants 
 
Question A11 asked GPs to indicate the first point of referral once 
the Mental Health Care Plan was drafted.  For 258 of the respondents the 
first point of referral would be to a psychologist.  The indication given by 
303 shows that their first point of referral would be to a counsellor and 92 of 
the respondents indicated that their first point of referral would be to a 
mental health nurse.  One of the choices for referral point was PDRSS 
worker as option three.  Since, none of the respondents indicated that their 
first point of referral would be to a PDRSS worker, therefore the option was 
not exhibited in table 4. 
Table 4: First point of referral for participants 
 Frequency Percent 
Psychologist 258 39.5 
Counsellor 303 46.4 
Mental Health Nurse 92 14.1 
Total 653 100.0 
Knowledge about MHNIP  
Question A 12 asked GPs if they were aware of the Mental Health 
Nurse Incentive Plan.  It was found that 543 of the respondents know about 
the MHNIP whilst 110 indicated they were unaware of the program.  See 
Table 5 
 
48  
Table 5: Participants knowledge about MHNIP  
 
 Frequency Percent 
Yes 543 83.2 
No 110 16.8 
Total 653 100.0 
 
From where did GPs hear about the Mental Health Nurse Incentive 
Program 
 
Question A13 asked GPs to indicate where they had heard about the Mental 
Health Incentive Program.  It was found that 65 of the respondents had 
heard of the program from the Royal College of General Practitioners.    
Respondents, who heard about the program via the Medicare 
updates, were 121.  Further, 212 of the respondents heard of the program 
from General Practitioners Education evenings.  Local GP divisions were 
the source of information about the program for 154 of the respondents.  
The remaining 101 of the respondents heard of the program via word of 
mouth. See Figure 5  
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Figure 5:  From where did participants hear about the program? 
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Frequency of Utility of MHCP 
Question A14 asked GPs how frequently they had utilised the mental 
health Nurse Incentive Program.  Table six shows that 51 of the respondents 
would use the program all the time.  Sometimes use of the program was 
indicated by 378 respondents.  Further it was noticed that 177 rarely used 
the program and 47 of the respondent have never used the program.  See 
Table six 
Table 6:  Frequency of utility of MHCP 
 
 Frequency Percent 
All the time 51 7.8 
Sometimes 378 57.9 
Rarely 177 27.1 
Never 47 7.2 
Total 653 100.0 
 
Co-location of MHN 
Question A15 asked about co-location of the mental health nurse 
with the GPs.  Out of 653 respondents 287 of the respondents reported that 
they have a mental health nurse co-located with them at the practice and 366 
of the respondents did not have a mental health nurse co-located with them 
in their practice.  Table 7 illustrates the percentages for this response.  
Table 7: Co-location of MHN 
 Frequency Percent 
Mental Health nurse co-located 287 44.0 
Mental health nurse not co-located 366 56.0 
Total 653 100.0 
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Do the GPs think this program is supportive 
Question A 16 asked GPs if they felt the introduction of the program 
was useful and supportive of their everyday practices.  Figure 6 depicts that 
640 of the respondents felt that the introduction of the Mental Health Nurses 
is supportive to their practice whilst 13 did not feel the introduction was 
beneficial for them. See Figure 6. 
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Figure 6: Do the GPs think this program is supportive? 
 
Frequency a Mental Health Worker is Present During a Consult 
Question A17 asked GPs how often a mental health worker was 
present during a consult.  A total of 639 of the respondents indicated that 
there would be a Mental Health Worker present during a consult.  10 
respondents indicated there were no presences of mental health workers and 
four never noticed the presence of a mental health worker.   See Table eight. 
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Table 8: How often would a Mental Health Worker be present during a 
consult? 
 Frequency Precent 
Yes 639 97.9 
No 10 1.5 
Never Noticed 4 .6 
Total 653 100.0 
 
Frequency of GPs Contact with the Community Mental Health 
Worker? 
 
Question A18 asked GPs to indicate if they had much contact with 
community mental health workers in the previous 12 months.  One hundred 
precent of respondents indicated that at some point in their practice, they 
have contacted a mental health worker.  
Importance of GPs Establishing a Rapport with the Mental Health 
Workers 
Question A19 asked if the GPs felt that it was important to establish 
a rapport with the mental health worker.  Almost all GPs (n = 632) reported 
that it is important to establish a rapport with the mental health worker.  
Eight of respondents indicated that it is not important to have a rapport with 
the mental health worker and thirteen indicated that they have never thought 
of establishing a rapport with the mental health worker. 
Table 9: Is it important to establish rapport with the mental health 
worker 
 Frequency Percent  
Important to Establish 
Rapport 
632 96.8  
Not important to Establish 
Rapport 
8 1.2  
 13 2.0  
Total 653 100.0  
 
52  
GP Current Rapport with Mental Health Workers 
Question A20 asked GPs if the current rapport with mental health 
workers was strong.  Fifty-eight of the respondents indicated that the 
existing rapport with the mental health workers is strong.  Further, 368 
indicated that the rapport is not and 227 did not notice the strength of 
rapport. See Figure seven. 
 
0
50
100
150
200
250
300
350
400
Strong Not Strong Did not Notice
 
Figure 7: Is the current rapport with the MHW strong 
 
Formulation of Mental Status Assessment  
Question A21 asked GPs if they thought the mental status 
assessment outcome of mental health workers differed from clinicians 
working under the MHNIP.  The majority felt there was a difference.  
Figure eight clearly indicates that according to 642 of the respondents the 
mental state assessments differ between clinicians and mental health 
workers.  However, 11 felt there was no difference with the outcomes of 
mental state examination. 
53  
98%
2%
Differ No Differ
 
Figure 8: Is the formulation of mental state assessment any difference 
between workers and clinicians from the MHNIP? 
GPs Ability to Work in Collaboration with Mental Health Workers 
Question A22 considered how GPs felt they worked in collaboration 
with Mental Health Workers.  A total of 639 of the respondents felt they 
were able to work collaboratively with the mental health workers whilst 14 
did not feel they were able to work collaboratively with the mental health 
workers.  
GPs Recommendation of the use of the MHNIP 
Question A 23 asked the GPs if they would recommend the use of 
the MHNIP.  Almost all i.e. 650 of the respondents indicated that they 
would recommend the use of MHNIP to their fellow colleagues while 3 of 
the respondents indicated they will not recommend the use of MHNIP to 
their colleagues. 
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GP Attendance at Case Conferences with MHNIP Clinicians 
Question A 24 asked the GPs if they ever had attended a case 
conference with a clinician from the MHNIP.  Only ten of the respondents 
indicated they have attended a case conferencing session with a clinician 
from MHNIP whilst 643 of the respondents indicated they have never 
attended a case conferencing session with a clinician from MHNIP. 
Part B GP Questionnaire Results (22 Likert Scale Questions) 
Part B of the Questionnaire for GPs provided 22 statements and GP 
Participants were asked to rate these on a 5-point Likert scale (Strongly 
Agree, Agree, Unsure, Strongly Disagree, Disagree).  See Appendix for a 
table that provides an overview of all responses to the 24 questions in Part B 
of the GP survey.  
Consideration of the Assessment Taken by GPs 
 
Question B1 asked GPs to rate if the mental health worker takes into 
consideration the GPs assessment of the patient.  A total of 497 participants 
either strongly agreed or agreed with this statement.  Whilst, 123 of the 
respondents were unsure.  Thirty-three respondents disagreed or strongly 
disagreed that the MHW takes their assessment into consideration.  See 
Table ten. 
Table 10:  Consideration of the assessment taken by GPs 
 
 Frequency Percent 
Strongly Agree 223 34.2 
Agree 274 42.0 
Unsure 123 18.8 
Strongly Disagree 26 4.0 
Disagree 7 1.1 
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Work in partnership with any support worker 
Question B2 asked if the GP could work in partnership with any 
support worker.  Eighty-six respondents strongly agreed that they could 
work in partnership with the mental health worker.  The majority of 
respondents i.e. 310 agreed that they could work in partnership.  However, 
240 indicated they were unsure if they could work in partnership with the 
support worker.   
Further, 15 disagreed they could work in partnership with the 
support worker and two strongly disagreed. See Table 11. 
Table 11: Work in partnership with any support worker 
 
 Frequency Percent 
Strongly Agree 86 13.2 
Agree 310 47.5 
Unsure 240 36.8 
Strongly Disagree 15 2.3 
Disagree 2 .3 
Total 653 100.0 
 
Feeling overwhelmed whilst managing a Mental Health Patient 
Question B3 asked if respondents felt that working with the mentally 
ill was beyond them when they first took on this role.  It was found that 56 
and 436 of the respondents strongly agreed and agree, respectively that they 
felt managing patients with mental illness was beyond them.  Further, 103 
respondents felt that they were unsure if they felt that they could not 
manage or not.  See Table 12 and Figure 9 that illustrate this response.  
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Table 12:  Overwhelmed Feeling while managing patient 
 Frequency Percent 
Strongly Agree 56 8.6 
Agree 436 66.8 
Unsure 103 15.8 
Strongly Disagree 41 6.3 
Disagree 17 2.6 
Total 653 100.0 
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Figure 9:  Overwhelmed Feeling while managing patient 
 
Increase in work satisfaction due to mental health support workers 
 
Question B4 asked GPs if their overall satisfaction when working 
with people with a mental illness had increased because of the partnership 
with mental health support workers.  A total of 174 of the respondents 
strongly agreed that their overall satisfaction increased since the 
introduction of mental health support workers.  Further, 349 and 127 
respondents were agreed and unsure, respectively.  While no respondents 
disagreed, three respondents indicated that they strongly disagreed that the 
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introduction of mental health support workers made a difference with their 
overall satisfaction. See Figure 10 
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Figure 10:  Increase in work satisfaction due to mental health support 
workers 
Negligible Services to Offer 
Question B5 asked participants if they feel if they had nothing to 
offer for patients with mental illness.  Forty-nine of the respondents strongly 
agreed they often felt they had nothing to offer patients with mental illness.   
While 578 of respondents agreed that they often felt they had 
nothing to offer.  Twenty-two respondents were unsure about this statement.  
Whilst none disagreed with this statement four strongly disagreed.  See 
Table 13. 
Table 13:  GPs Feeling they have little to offer for patients with mental 
illness 
 
 Frequency Percent 
Strongly Agree 49 7.5 
Agree 578 88.5 
Unsure 22 3.4 
Strongly Disagree 4 .6 
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GP Role Understanding by the Support Workers 
Question B6 asked respondents to consider if they felt the mental 
health worker understood the extent of the role the GP can perform.  Forty-
nine of the respondents strongly agreed and 584 of the respondents agreed 
that the support worker has understood their role.  However, 19 respondents 
were unsure about this statement.  Only one respondent felt the support 
worker did not appropriately understand the role.  No response was found 
for strongly disagree. 
Table 14: Role understanding by the support workers 
 Frequency Percent 
Strongly Agree 49 7.5 
Agree 584 89.4 
Unsure 19 2.9 
Disagree 1 .2 
Total 653 100.0 
  
Perceptions that working with people with mental illness had increased 
the GPs understanding of mental illness 
Table 15 provides results to question B7, which asked if the GP felt 
that working with mental health community workers, had extended their 
understanding of mental illness.  Sixty-seven respondents strongly agreed 
while 558 agreed that the exposure to mental health patients have increased 
their understanding of mental illness.  Nineteen respondents were unsure, 
while nine strongly disagreed. 
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Table 15:  Increased GP understanding of mental illness due to 
exposure of mental health patients 
 Frequency Percent Valid Percent 
Strongly Agree 67 10.3 10.3 
Agree 558 85.5 85.5 
Unsure 19 2.9 2.9 
Strongly Disagree 9 1.4 1.4 
Total 653 100.0 100.0 
 
Extended practice understanding due to work with the mental health 
support workers 
Question B8 asked if GPs felt that working with mental health 
community workers had extended their understanding of mental illness. 
Sixty two respondents strongly agreed while 560 agreed that their 
understanding with mental health have been extended.  Twenty-five 
respondents were unsure while six respondents strongly disagreed that their 
understanding towards the practice of mental health has been extended.  See 
Table 16 
Table 16:  Extended practice understanding due to work with the 
mental health support workers 
 Frequency Percent 
Strongly Agree 62 9.5 
Agree 560 85.8 
Unsure 25 3.8 
Strongly Disagree 6 .9 
Total 653 100.0 
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Mental Health Workers role enhanced with the collaboration with the 
GPs 
Table 17 explores the results of question B9 that asks if the mental 
health worker’s role will be enhanced if they are co-located with the GPs.  
Sixty-seven of the respondents strongly agreed with this statement.  While 
545, 35 and 6 respondents were found agreed, unsure and disagreed, 
respectively.  
Table 17: MHW’s role enhanced with the collaboration with the GPs 
 Frequency Percent Valid Percent 
Strongly Agree 67 10.3 10.3 
Agree 545 83.5 83.5 
Unsure 35 5.4 5.4 
Disagree 6 .9 .9 
Total 653 100.0 100.0 
 
Did Prior education prepared GPs for the patients with mental illness? 
Question B10 asked respondents if prior education had appropriately 
prepared them for working with patients with mental illness.  It was found 
that 66 and 558 respondents were strongly agreed and agreed, respectively 
that their prior education has appropriately prepared them for patients with 
mental illness.  There were 22 and 7 respondents respectively who were 
found as unsure and disagreed. See Table 18 
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Table 18:  Did prior education prepared GPs for the patients with 
mental illness 
 Frequency Percent 
Strongly Agree 66 10.1 
Agree 558 85.5 
Unsure 22 3.4 
Disagree 7 1.1 
Total 653 100.0 
 
Question B11 asked respondents if the inclusion of mental health 
workers had enhanced the clinical outcomes of patients with mental illness. 
Seventeen of the respondents were found as strongly agreed while 504 were 
agreed.  Twenty-one of respondents were unsure and only one respondent 
disagreed.  None of the respondents strongly disagreed with this statement 
See Figure 11. 
Inclusion of mental health workers enhanced the clinical 
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Figure 11: Inclusion of mental health workers enhanced the clinical 
outcomes 
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Alleviation in the professional workload due to inclusion of mental 
health workers 
Question B 12 asked the respondents to consider if they felt that 
their professional workload/pressure had been alleviated with the inclusion 
of mental health workers.  It was found that 245 and 392 respondents were 
strongly agreed and agreed, respectively that the inclusion of mental health 
workers had alleviated the professional workload/pressure.  Thirteen 
respondents were unsure and three disagreed with this statement.  See 
Figure 12. 
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Figure12: Alleviation in the professional workload due to inclusion of 
mental health workers 
 
Confidence in the report prepared by the mental health workers 
Question B 13 asked respondents if they felt confident with the 
clinical reports prepared by the mental health workers.  All the respondents 
agreed with 237 of the respondents strongly agreeing and 416 agreeing that 
they were confident with the reports prepared by the mental health workers. 
See Figure 13 
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Figure 13: Confidence in the report prepared by the mental health workers 
Understanding of the role of mental health support worker 
Question B 14 asked the GP respondents if they fully understood the 
role of the mental health worker.  All the respondents felt they understood 
the role of the mental health support worker with 237 of the respondents 
strongly agreeing to fully understanding the role of the mental health 
worker, with 416 respondents agreeing about to this statement.  See figure 
14. 
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Figure 14: Understanding of the role of mental health support worker 
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Does the role of the mental health worker have limitations? 
 
Question B15 asked the GPs to consider if the role of the mental 
health worker had limitations with supporting them as a GP.  All the 
respondents agreed with 237 respondents strongly agreeing that they were 
aware that the support workers have limitations in their role when 
supporting them. See Figure 15 
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Figure 15: Role of mental health worker has limitations 
 
 
Recommendation of the Use of mental health workers to colleagues 
 
Question B16 asked the respondents if they would recommend the 
use of mental health workers to their colleagues.  All the respondents agreed 
they would recommend the use of mental health workers to their colleagues 
with 236 strongly agreeing. See Figure 16. 
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Figure 16: Recommendation of the Use of mental health workers to 
colleagues 
 
Appropriateness of funding for the efforts and time invested managing 
patient with mental illness 
Question B17 asked if the respondents felt if the funding is 
appropriate for the effort and time invested managing patients with mental 
illness.  Forty four of the respondents were unsure of the extent of funding 
while 609 of the respondents strongly disagreed and thus felt the funding 
was inappropriate for the amount of time and effort invested in managing a 
patient with mental illness.  None of the respondents agreed, strongly agreed 
or disagreed with the statement. See Figure 17. 
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Figure 17: Appropriateness of funding for the efforts and time invested 
managing patient with mental illness 
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Comfortable with the mental health worker in initiating the mental 
health plan 
 
Question B18 asked if the GPs felt comfortable with the mental 
health worker initiating the mental health plan.  Forty two of the 
respondents strongly agree they felt comfortable with the mental health 
worker initiating the mental health plan while 551 of the respondents agree 
they felt comfortable with the mental health worker initiating the mental 
health plan.  Sixty of the respondents were unsure.  None of the respondents 
either disagreed or strongly disagreed being comfortable with the mental 
health worker initiating the mental health plan. See Figure 18.  
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Figure 18: Comfortable with the mental health worker in initiating the 
mental health plan 
 
Need to adjust the mental health care plan 
Question B19 asked if GPs felt they would often make adjustments when a 
Mental Health Worker conducts the mental health care plan.  One 
respondent strongly agreed that adjustments are often required on 
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completion of plan while nine respondents were agreed.  Forty-four 
respondents were unsure.  Twelve respondents disagreed that often 
adjustments need to be made when the mental health plan is completed.  587 
respondents strongly disagreed with this statement.  See Figure 19.  
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Figure 19: Need to adjust the mental health care plan 
 
 
GP Confidence with Mental health Worker mental state assessment 
skills 
 
Question B20 asked GPs if they felt confident with mental health 
workers mental state assessment skills.  All the respondents (N = 653) 
strongly agreed that they were confident with their assessment skills. 
Reduction in workload with the mental health worker 
 
Question B21 asked GPs if the workload is reduced with the mental 
health worker conducting the follow up liaison with the patient with mental 
illness.  630 of the respondents strongly agree that the workload is reduced. 
23 of the GPs agreed with this statement.  None of the respondents were 
unsure, disagreed or strongly disagreed. 
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Comfortable with leaving decision of discharge planning in the hands of 
the Mental Health support worker 
Question B22 asked GPs if they were comfortable with leaving 
decision of discharge planning in the hands of the Mental Health support 
worker.   It was noticed that 599 of the respondents strongly agree and 54 
agreed.  None of the respondents were unsure, disagreed or strongly 
disagreed with this statement. See Figure 20.  
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Figure 20: Comfortable with leaving decision of discharge planning in the 
hands of the Mental Health support worker 
Section Two: Results of the Survey of Community Mental 
Health Workers 
Community mental health workers comprising of PDRSS workers, 
psychologists, counsellors and mental health nurses were collectively 
surveyed using the tool - Questionnaire for Mental Health Nurses and 
Community Mental Health Workers.  This tool consisted of two parts.  Part 
A consisted of 38 questions with various responses required.  Part B 
consisted of 15 statements to be rated on a 5 point Likert scale (Strongly 
Agree, Agree, Unsure, Strongly Disagree, Disagree) 
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Part A of Community Mental Health Workers (CMHW) Questionnaire 
 
Organisation that CMHW was employed by 
Question A1 asked the CMHWs to identify the type of organisation 
that they were employed by.  Sixty-seven of the respondents were 
employees of the Area Mental Health Services and 291 of the respondents 
were employees of Community Health Services.  Further, the table also 
depicts that 271 are employees of Charitable Organisations.  It also found 
that 171 of the respondents are employees of not for Profit Organisations 
and 50 chose the option of others, with an explanation of being self-
employed or in private practice. See Figure 21. 
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Figure 21: Organisation CMHWs are employed by 
 
Age of the participants 
 
Question A2 asked CMHWs to indicate their age from four groups. 
Fifty-six of the total respondents were within the age group of 26-35 years 
while 285 of the respondents aged between 36-45 years old.  The majority 
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of respondents i.e. 509 were 46 year old and above. No one chose 18 – 25.  
See Figure 22.  
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Figure 22: Age of the CMHWs 
Educational qualification of the CMHW respondents 
 Question A3 asked the CMHWs to indicate the highest level of 
education they have achieved from a lit of six choices including other 
(please indicate).  It was found that 115 (13.5%) of the respondents have a 
highest qualification of year 12 and 111 (13%) respondents were diploma 
holders. Majority of respondents i.e. 310 (36%) of the respondents 
completed tertiary studies.  213 (25%) of the respondents have higher 
degrees, 21 (2.5%) have PhD and 80 (9.4%) respondents chose the option of 
other. See Figure 23.  
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Figure 23: Education qualification of the CMHWs 
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Work experience of the participants 
Question A4 asked the CMHWs to indicate their total duration of 
work experience from a list of four choices.  It was found that 62 (7%) of 
the respondents had 1-3 years of work experience and 106 (13%) of the 
respondents had 4-6 years of work experience.  The majority of the 
respondents that is 682 (80%) of the respondents had 7 years and more of 
work experience. See Figure 24. 
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Figure 24:  Work experience of the participants 
 
Employment Division of the participants 
 
Question A5 asked the participants what they were employed as. 
This resulted in 167 (20%) of the respondents indicating that they are 
employed as Division 1 or 2 nurses.  Twenty-one (2.5%) of the respondents 
were registered Psychiatric Nurses, 633 (74.5%) of the respondents are 
employed as Community Support Workers and 29 (3%) chose the option of 
others being allied health professionals.  See Figure 25. 
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Figure 25: Employment Division of the participant 
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Nature of job of participants 
Question A6 asked CMHWs if they worked casual, part time or full 
time. Out of 850 respondents, 181 (21%) were employed part-time while 
669 of the respondents were employed full time (79%). No one indicated 
Casual.  
Practice of the participants 
Question A7 asked the CMHWs if they worked in a team or solo. It 
was found that 51(6%) of the respondents work as solo practitioners while 
799 (94%) of the respondents work in a team environment. 
Supervision patterns of the participants 
Question A8 asked the participants if they engaged in clinical 
supervision.  The majority of respondents i.e. 700 (82%) of the respondents 
have internal supervision.  However, 84 (9%) of the respondents have 
external supervision and 66 (9%) of the respondents have both internal and 
external supervision. See Figure 26. 
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Figure 26: Supervision patterns of the participants 
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Interaction with the GPs 
Question A 9 asked the CMHWs if the nature of the job required 
them to interact with GPs and all (100%) of the respondents indicated that 
they were required to interact with General Practitioners (GPs) in their duty 
of work respondents indicated that this occurred daily.  The question then 
asked those who had indicated YES to consider if they interact with 
different GPs.  All the respondents also indicted they are required to interact 
with several different GPs in their duty of work.  All the respondents also 
indicated that they are required to work collaboratively with GPs. 
Duration of work experience in current position 
 
Question A10 asked CMHWs to indicate the length of employment 
they have in their current position by selecting from four items.  Out of 850 
respondents, 222 (26%) indicated that they have been employed in their 
current position for 1-3 years.  It was also noticed that 312 (38%) of the 
respondents have been employed in the position for 4-6 years and 316 
(37%) of the respondents are employed in their current position for more 
than 7 years.  None of the respondents in the survey are in the position for 
less than a year.  See Figure 27.  
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Figure 27: Duration of work experience in current position 
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Common Methods of Communication with GPs 
Question A 11 asked CMHWs what where the common methods of 
communication used to contact GPs.  The majority of respondents  (616 -
72%) would communicate with GPs via electronic mail and 96 (11%) of the 
respondents would write a letter and send it in the mail.  It was also found 
that 105 (12%) of the respondents would communicate with the GPs via fax 
documents and 30 (3.5%) would have telephone conversations with the GPs 
and three (0.4%) of the respondents would have face to face conversations. 
Table 19: Sources of communication with GPs  
 Frequency Percent 
Emails 616 72.5 
Written letters via postal 
Services 
96 11.3 
Fax 105 12.4 
Telephone conversations 30 3.5 
Face to Face conversations 3 .4 
Total 850 100.0 
Ongoing educational status  
Question A 12 asked CMHWs if they were currently involved in any 
further education.  One hundred per cent of the respondents were involved 
with some kind of ongoing further education.  Out of which 149 of the 
respondents were completing Cert 4 qualifications.  Eight of the respondents 
were completing their postgraduate certificate education while 42 of the 
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respondents are completing their Postgraduate diploma education. Seven of 
the respondents were completing their masters program.   
The noticeable point was that majority of respondents i.e. 644 have 
chosen the option of other type of education and this seemed to be largely 
professional development activity with many people not indicating what this 
was. See Table 20. 
 
Table 20: Ongoing educational status  
 
 Frequency Percent 
Cert 4 149 17.5 
Post grad cert 8 .9 
Posgrad dipt 42 4.9 
Masters 7 .8 
Others 644 75.8 
Total 850 100.0 
 
Frequency of the contact with the GPs 
Question A13 asked CMHWs what common methods of 
communication they used with GPs.  It was found that 612 (72%) of the 
respondents would contact the GPs at least once daily.  While, 186 (22%) of 
the respondents would have contact with the GPs at least twice daily and 52 
(6%) of the respondents would interact with GPs at least 3 times daily. 
See Figure 28 
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Figure 28: Frequency of the contact with the GPs 
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Co-location with the GPs 
Question A14 asked CMHWs if they were co-located with a GP. 
The minority of respondents, 135 or 16% indicated that they were co-
located with the GPs while 715 (84%) were not co-located with the GPs. 
Essentiality of the basic mental health training 
Question A 15 asked CMHWs if they felt it was essential to have 
basic mental health training such as Mental Health First Aid.  The majority 
of respondents i.e. 842 or 99% of the respondents consider it to be essential 
that community mental health workers have basic mental health training 
while eight (1%) of respondents did not think it was essential that 
community mental health workers have basic mental health training. 
Willingness to engage in advance learning in mental health 
Question A 16 asked CMHWs if they would welcome the option of 
advanced further learning within the scope of mental health.  The majority 
of respondents i.e. 814 (96%) would welcome the option of advanced 
further learning in mental health if given the opportunity.  It was further 
noticed that 36 (4%) of respondents did not welcome the option of further 
learning within the scope of mental health if given the opportunity. 
Aware of other community mental health workers with advanced 
qualifications 
Question A 17 asked if respondents were familiar with colleagues 
who held advanced mental health qualifications.  The majority of 
respondents i.e. 833 (98%) indicated that they are acquainted with many 
community mental health workers with advanced qualifications.  Seventeen 
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(2%) of the respondents did not think they are acquainted with many 
community mental health workers with advanced qualifications. 
Patient and link with GPs 
Question A19 asked CMHWS if all their patients were linked with a 
GP. The majority of respondent i.e.722 (85%) of the respondents have 
clients linked in with the GPs.  While, 128 (15%) of the respondents have 
clients not linked in with GPs.  Those who answered no (128 0r 15%) were 
then asked if they experienced any difficulty with linking this patient with a 
GP with 119 indicating no and 9 indicating that they had experienced 
difficulty.  All patients had a diagnosis of mental illness.  
Discharged a client to a GP in last six months  
Question A20 asked if the CMHWs had discharged a patient to a GP 
in the last six months.  All the respondents had discharged a client to a GP 
in the last six months 
Rapport with the engaged GPs 
Question A21 asked if the CMHWs felt they have a rapport with the 
GPs engaged under the Mental Health Nurse Incentive Program.  It was 
found that 165 (20%) of the respondents felt that they have a rapport with 
the engaged GPs.  Although 685 (80%) of the respondents felt that they do 
not have a rapport with the engaged GPs. 
Discharge plan 
Question A22 asked if the CMHWs had a plan in place for the GP prior to 
the patient’s discharge from any specific support program. All the 
respondents had a discharge plan in place for the GP to work in accordance 
on discharge. 
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Discussion of discharge plan prior to discharge 
Question A23 asked if the CMHWs had discussions with the GP 
about the planned before discharge.  All the respondents would had 
discussions with the GP regarding the discharge plan prior to discharge. 
Respondents were then asked if it was difficult to organise a meeting time 
with the GP.  All the respondents felt it was difficult to organize a meeting 
time to discuss the discharge plan.  Question A23 then asked about the 
difficulties in organising a meeting with the GP which resulted in 817 (96%) 
of the respondents indicating time constraints was the main difficulty in 
organising a meeting time with the GP.  Thirty-three (4%) of the 
respondents felt difference with working hours was the main difficulty 
organising a meeting time with the GP.  No respondents chose the option of 
other. 
Request a case conference for referred client 
Question A 24 asked CMHWs if any GPs had asked for a case 
conference for any of their referred patients.  This question resulted in 89 
(10%) of the respondents indicating they had GPs request a case conference 
for the referred client compared to 761 (90%) of the respondents who did 
not experience any of their engaged GPs requesting a case conference about 
the discharged client.  See Figure 29. 
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Figure 29: Request a case conference for referred client 
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Preferred method for communication 
Question A26 asked the CMHWs what their preferred method of 
communication was with GPs.  This question provided seven items 
including other.  It was found that 6 respondents would communicate with 
the engaged GPs via emails while only one respondent indicated one on one 
contact with the GP.  The majority of respondents i.e. 728 (85%) 
respondents indicated their preferred method of communication would be a 
letter in the mail.  For 30 of the respondents, teleconferencing was the 
medium for communication to engage with GPs.  Twenty-five of the 
respondents would make phone calls to communicate with the GPs.  Thirty-
six of the respondents would handover the information to the practice nurse.  
Twenty-four of the respondents would already have direct contact with the 
GPs. See Figure 30.  
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Figure 30:  Preferred method for communication 
Necessity to advocate 
Question A26 asked the CMHWs if they often saw the necessity to 
advocate for patients concerns to the GP. Four items were listed – never, 
rarely, sometimes and often.  All the respondents indicated it sometimes 
would be necessary to advocate the clients’ needs to the GP. 
80  
Interrupt a consult 
Question A27 asked the CMHWs Majority of respondents i.e. 767 (90%) 
would interrupt a consult if they feel the GP is missing out on some 
important details.  Eighty-three (10%) of the respondents would not 
interrupt a consult. 
Confident about the clinical skills to voice an opinion 
Question A28 asked the CMHWs if they felt confident in their 
clinical skills so that they could voice an opinion if not agreeing with the 
GPs plan.  The majority of respondents i.e. 803 (94%) felt they were 
confident with their clinical skills to voice an opinion to the engaged GP if 
they are disagreeing with them.  Forty-seven (6%) of the respondents felt 
they did not have clinical skills to express an opinion when they are 
disagreeing with the engaged GP. 
Assessment consideration and expression of the concern for the client 
Question A29 asked the CMHWs if they felt the GP takes into 
consideration their assessment and expressed concerns for the patient.  The 
majority of respondents i.e. 800 or 94% felt that the engaged GP would take 
into account their assessment and expressed concerns for the client with 50 
(6%) of the respondents feeling this is not the case.  
Avenues to debrief 
Question 30 asked the CMHWs if they had any avenue to debrief. 
The majority of respondent i.e. 841 (99%) of the respondents have de-
briefing avenues.  Only 9 of the respondents did not have de-briefing 
avenues.  See Figure 31. 
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Figure 31:  Avenues to debrief 
 
Question A30 then asked how CMHWs were able to debrief.  This 
resulted in the identification that 746 (89%) of the respondents have peer 
supervision.  Eighty (9.5 %) respondents have external supervision.  Ten 
(1%) of the respondents have management supervision.  Five (0.5%) of the 
respondents had their de-brief avenues during their operational meetings. 
See Figure 32.  Respondents were also asked if they felt the process of 
debriefing was useful to them.  All the respondents felt the practice of 
supervision had been useful. 
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Figure 32:  Types of debriefing 
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Do you see yourself as a resourceful clinician 
Question A31 asked if in their opinion did CMHWs see themselves 
as resourceful community clinicians.  All the respondents feel they are 
resourceful clinicians. 
Utilisation of the community resources 
Question A32 asked the CMHWS if they felt they had fully utilised 
the community resources while supporting the patient.  It was found that 
814 (96%) of the respondents felt that they had fully utilised the community 
resources available for the clients.  Thirty-six (4%) respondents felt that 
they have not fully utilised the community resources available for the 
clients. 
When was the last attendance of an in service? 
Question A33 asked the CMHWS when they had last attended an in-
service providing five options including other.  The majority i.e. 663 (78%) 
of the respondents attended an in-service in the evening before they 
completed the survey.  Three (<0.5%) of the respondents attended an in-
service in the last week.  Thirty-seven (4%) of the respondents attended an 
in-service in the last month while 147 (17%) of the respondents had 
attended an in-service in the last year. 
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Figure 33: When was the last attendance of an in service? 
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Was attendance at in-service beneficial? 
Question A34 asked the CMHWS if attending in-service training 
was beneficial.  All the respondents felt their attendance to the in-services 
had been beneficial. 
Is attending in-services essential and important for professional 
development? 
Question A35 asked if the attendances of in-services / information 
nights are essential for professional development.  The majority of 
respondents i.e. 822 (97%) felt that attending in-services are important and 
essential for professional development.  Twenty eight (3%) of the 
respondents did not think that in-services are important and essential for 
professional development. See Figure 34. 
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Figure 34: Is attending in-services essential and important for professional 
development? 
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How can best practice be achieved? 
Question A36 asked CMHWs to indicate from a list of 5 items how 
they think best practice can be achieved.  Three of the respondents felt that 
evidence based practice is the method best practice can be achieved.  
Twenty-eight of the respondents felt that best practice can be achieved with 
intuition and gut feeling.  Thirty-eight of the respondents feel that with on 
the job experience, best practice can be achieved.  One respondent felt that 
with academic qualifications best practice could be achieved.  The majority 
of respondents (780 or 93%) felt that all the given options would need to be 
involved for best practice to be achieved.  See Figure 35. 
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Figure 35: How can best practice be achieved? 
How many education sessions each year? 
Question A 37 asked CMHWs on average how many education 
sessions did they participate in annually with a five-item selection provided. 
The majority (542 or 65%) of the respondents would attend an average of 
one education session per year.  Twenty-three (3%) of the respondents 
85  
would attend at least two education sessions per year.  Two hundred (24%) 
respondents would attend at least three education sessions per year.  Eighty-
five (10%) respondents would attend more then four education sessions per 
year.  None of the respondents chose the option of none – not attending any 
education sessions per year.  See Figure 36. 
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 Figure 36:  How many education sessions each year? 
Is the organisation supportive with professional development? 
Question A 38 asked if the CMHWs felt that the organisation of 
which they were employed was supportive of professional development. 
The majority (800 or 94%) of the respondents felt the organisations they are 
employed with are supportive of professional development.  Fifty (6%) of 
the respondents did not think that the organization is supportive of 
professional development.  Question A38 then asked if the organisation 
stimulated a learning environment and the majority (752 (89%)) of the 
respondents agreed that this is what they felt with 98 (11%) disagreeing. 
Question A 38 then asked if the organisation provides and adequate 
infrastructure for professional development and the majority (807 or 95%) 
of the respondents felt that the organisations they are with provides 
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adequate infrastructure to facilitate professional development.  Forty-three 
(5%) disagreed.  The final section of question A38 asked if the organisation 
encouraged people to learn and the majority (824 (97%)) of the respondents 
agreed that they felt that the organisations they are with encourage staff to 
seek further learning.  Twenty-six  (3%)of the respondents disagreed.  
Part B Community Mental Health Workers Questionnaire Results (15 
Likert Scale Questions) 
Part B of the Questionnaire for CMHWs provided 15 statements and 
CMHW Participants were asked to rate these on a 5-point Likert scale 
(Strongly Agree, Agree, Unsure, Strongly Disagree, Disagree).  See 
Appendix for a table that provides an overview of all responses to the 15 
questions in Part B of the CMHW survey.  
Assessment Consideration by GP 
 
Question B1 asked CMHWs if they felt that GPs take into 
consideration their assessment of the patient. The majority (708 or 83%) of 
the respondents felt that the GP take into consideration their assessment of 
the patient.  Eighty-three (10%) respondents were unsure if the GP take into 
consideration their assessment of the patient.  Fifty-nine (7%) of the 
respondents strongly disagreed that the GP take into consideration their 
assessment of the patient.  None of the respondents chose the option 
“disagree”. See Figure 37 
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Figure37: Assessment Consideration by GP  
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Work in partnership with GP 
Question B2 asked CMHWs if they felt that they work in partnership 
with GPs most of the time.  The majority (744 or 88%) of the respondents 
felt that they work in partnership with the GP most of the time.  Sixty-nine 
(8%) of the respondents was unsure of the partnership they share with the 
GPs.  Thirty-four (4%) of the respondents strongly disagreed that they work 
in partnership with the GPs.  Three of the respondents disagreed that they 
work in partnership with the GPs. See Figure 38 
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Figure 38:  Work in partnership with GP 
Perception about adequacy for role at commencement of role 
Question B3 asked the CMHWs if they felt that the role was beyond 
them when they first started.  All of the respondents (850 or 10%) agreed 
that when they first started, the role was beyond them. 
Feeling of giving up or looking for another job 
Question B4 asked the CMHWs if they often feel like giving up and 
finding another job.  Out of 850 respondents, 323 (38%) respondents agreed 
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they often feel like giving up and looking for another job.  While the 
majority of respondents (527 or 62%) strongly disagreed that they often feel 
like giving up and looking for another job. See Figure 39.  
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Figure 39:  Feeling of giving up or looking for another job 
Ability to perform the role 
Question B4 asked the CMHWs if they sometimes felt that they 
were unable to perform in their role.  All the respondents agreed that they 
sometimes feel they are not able to perform to the full extent of their role. 
GP understands the full extent of their role 
Question B6 asked the CMHWS if they felt that the GPs understood 
the extent of the role that they perform. Out of 850 respondents 416 (49%) 
respondents felt that GP understand the full extent of their role. However, 
434 (51%) of the respondents felt GPs do not understand the full extent of 
their role. See Figure 40.  
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Figure 40: GP understand the full extent of their role 
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Role has increased their scope of practice 
Question B7 asked if the CMHWS felt their role had increased their 
scope of practice.  All the respondents agreed that the role they are in has 
increased their scope of practice. 
Role has been extended as a clinician 
Question B8 asked if CMHWs considered that their role had been 
extended their learning as a clinician.  Two (<0.5%) of the respondents 
strongly agreed that their role had been extended as a clinician and 203 
(24%) of the respondents agreed that the role had been extended as a 
clinician.  It was also found that 645 (76%) of the respondents felt the 
statement was not applicable within their role.  
Enhancement in role by being co-located with the GP 
Question B 9 asked the CMHWs if they felt that being co-located 
with the GP would or does enhance their role.  The majority of respondents 
(816 or 96%) felt their role is/would be enhanced if they are co-located with 
the GP.  Only thirty-four (4%) of the respondents strongly disagreed with 
this statement.  See Figure 41.  
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Figure 41: Enhancement in role by being co-located with the GP 
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Preparation for role through education 
Question B10 asked CMHWs to consider if their education had 
prepared them well for this role.  All of the respondents felt that their 
education had prepared them well for the role. 
Previous role in inpatient units assisted for role preparation 
Question B11 asked the CMHWs if the previous experience they had 
had on an inpatient unit had assisted them to prepare for this role with 277 
(33%) of the respondents agreeing that their previous roles in the inpatient 
units assisted with the preparation of the role.   However the majority of 
respondents (573 or 67%) disagreed. See Table 21. 
 Frequency Percent 
Agree 277 32.6 
Disagree 573 67.4 
Total 850 100.0 
Table 21: Previous role in inpatient units assisted for role preparation 
Recommendation of role to others 
  Question B12 asked if the respondents would recommend the role to 
other.  The majority of respondents (793 or 93%) would recommend the 
role they are in to others.  Fifty-seven (7%) of the respondents were unsure 
if they would recommend the role they are in to others. 
Satisfaction with the current role 
Question B13 asked the CMHWs if they were satisfied with their 
current role.  The majority of respondents (801 or 94%) were satisfied with 
their current role.  Twenty-five (3%) of the respondents were unsure about 
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it.  Twenty-four (3%) of the respondents strongly disagreed that they were 
satisfied with their current role.  See Figure 42.  
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Intention to remain in the role for the next three years 
Question B14 asked the CMHWs if they consider that they will be in 
this role in the next 3 years.  The majority of respondents (744 or 91%) 
agreed that they would consider remaining in the role for the next three 
years.  Forty-eight (6%) of the respondents were unsure if they would 
consider the role in the next three years.  Sixteen (1.5%) of the respondents 
strongly disagree they will consider the role in the next three years.  Twelve 
(1.5%) of the respondents disagreed they will be in this role in the next three 
years. See Figure 43. 
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Figure 43: Intention to remain in the role for the next three years 
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Confident with mentoring other health workers 
Question B15 asked the CMHWs if they felt confident in mentoring 
other mental health workers who had recently entered the program.  Thirty-
one (4%) of the respondents felt confident with mentoring other mental 
health workers entering into the role of the mental health nurse incentive 
program.  Majority (819 or 96%) disagreed with this statement.  See Table 
22. 
 Frequency Percent 
Agree 31 3.6 
Disagree  819 96.4 
Total 850 100.0 
Table 22: Confidence in mentoring new mental health workers who recently 
have entered the program 
Section Three: Co-relational Statistics 
Two co relational studies were conducted. This was conducted with 
variables of interest that trended in the descriptive statistics. The amount of 
data generated from these two studies provides an opportunity to further 
explore relationships.  However the work limit of this thesis does not allow 
for further exploration.  Thus the variables that were closely related to the 
research questions were the focus of the following statistics and generated 
from the data from the 2nd survey study of CMHWs. 
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First Co-Relational Statistical Study 
This correlation statistical study of the responses of Mental Health 
Nurses and Community Mental Health Workers indicated that the “level of 
education’’ Mental Health nurses and community mental health workers has 
in relation with “duration of work experience” and response to many mental 
health clinicians/community mental health workers “holding advanced 
mental health qualifications” had influence on outcomes.  There was no 
correlation found between “levels of education” with “the rapport with the 
engaged GPs”.   See Table 23 
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Second Correlations Statistical Study  
The level of education is correlated with the choice of best practices 
of the Mental Health Nurses and Community Mental Health Workers; 
however the rapport with GP is not correlated.  See Table 24. 
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Summary of Chapter 
This chapter has presented the study finding in relation to the two 
surveys conducts.  Survey one was a two-part survey of GPs presented in 
section one of this chapter.  Survey two was a two-part survey of CMHWs 
presented in section two of this chapter.  Section three has generated a 
correlational study of variables that statistically trended from the second 
survey.  This work has been limited due to word space for the thesis and 
because the primary purpose of this study was to describe both populations’ 
opinions as a unique group.  Recommendations for future research certainly 
can be made from these results and a unique program has been described.  
The final chapter of this thesis will discuss these results in relation to 
the research questions, consider the strengths and limitations of the thesis 
make recommendations and conclude the study. 
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CHAPTER FIVE 
Discussion, Recommendations and Concluding Statements 
This chapter will discuss the results of the research in relation to 
each of the four research questions.  There is limited literature concerning 
this topic, thus results are discussed in relation to reports and recent 
literature. 
What are the experiences of GPs when working with community mental 
health nurses under the MHNIP?  
The first question of the study was to understand the experiences of 
GPs when working with community mental health nurses under the 
MHNIP.  
General practitioners work hand in hand with the community health 
workers in the delivery of mental health care within the community.  The 
majority of GP participants agreed that they had collaborated with mental 
health nurses.   
An overwhelming number of GPs expressed their willingness to 
collaborate with the mental health nurses.  Almost all the respondents in this 
survey saw the need to recommend the use of MHNIP for better 
collaborative care for patients.  The majority of GPs had come in contact 
with a clinician from the MHNIP during a case conference session and were 
aware of the program.   
The formation of GP mental health worker collaboration as part of 
the MHNIP was prompted as a result of the GP’s inability to provide 
adequate mental health care without the assistance of specialist mental 
health professionals.  The MHNIP has provided the medium of 
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collaboration between the general practitioners and mental health workers. 
These workers may be nurses who are employed under the MHNIP or 
community workers assisting with care delivery.  
The positive response of GPs to the existence of the program is 
proof of the MHNIP’s success in bridging the gap and thus promoting 
collaboration between the GPs and community mental health workers 
(Olasoji & Maude, 2010).  
The results of the survey indicate that the majority agreed that the 
involvement of mental health support workers had led to increased work 
satisfaction.  This is in agreement with the view that “General Practitioners 
are unable to provide adequate care to people experiencing a severe mental 
illness without support from specialist mental health professional such as a 
mental health nurse in the practice” (Olasoji & Maude, 2010).  The need for 
even closer collaboration is depicted by the GPs’ desire for co-location with 
the mental health nurse.  The GPs seek the services of mental health support 
workers because they not only reduce the GPs’ workload but also increase 
the clinical outcomes.  
These findings indicate the developing partnership between the GPs 
and community mental health workers and indicate an overall positive 
experience with their (community mental health workers) involvement.   
What are the experiences of community mental health workers when 
working with GPs under the MHNIP? 
The second question explored the experiences of community mental 
health workers when working with GPs whilst caring for consumers under 
the MHNIP.  Community mental health workers consist of a large pool of 
100  
specialists working together toward achieving the same goal: improved 
mental health outcomes for consumers.  Their roles are as varied as PDRSS 
workers, psychologists, counsellors and mental health nurses and each 
contributes to care aimed at promoting best outcomes for the consumer.  
These workers come in contact with GPs on a daily basis.  Some 
meet GPs twice or more in a single day that emphasises the close working 
relationship the mental health workers have with the GPs.  A significant 
number of mental health workers are co-located with GPs that naturally 
implies their frequent encounter with each other.  Additionally, all the 
workers had discharged a patient to a GP within the past six months further 
emphasising the close relationship between the community mental health 
workers and the GPs (Elsom, Happell, & Manias, 2009). 
Despite the high frequency of such encounter, most mental health 
workers acknowledged the difficulty of linking up with the GP while only a 
few indicating that they had a good rapport with the GPs.  The difficulty of 
linking up is evident when a negligible number of community mental health 
support workers had one on one meeting with the GPs whereas nearly all the 
respondents communicated through letter in the mail.  
What attitudes towards collaboration in patient care have developed 
post the MHNIP?  
The introduction of the MHNIP program has had a very positive 
influence towards reducing the gap between the GPs and community mental 
health workers.  Through the MHNIP, many community health workers and 
GPs are working together.  Therefore, the gap between the GPs and external 
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health service providers is decreasing as the MHNIP is becoming more 
known and popular.  
The variations in the experience and qualifications of the mental 
health workers did not affect enthusiasm in the working place; rather it 
contributes a variety of experience in managing consumer caseloads.  
Responses from GPs and Mental health workers have helped in getting the 
views and information from the target respondents.  Both the GPs and 
community mental health workers acknowledge the importance of the 
MHNIP in promoting communication methods of closer liaison, job 
satisfaction, necessity for advocacy, collaborative management, discharge 
planning between services and service transition.   
Do demographic variables influence GP engagement with community 
mental health workers under the MHNIP? 
The correlations clearly indicate that the rapport of Mental Health 
nurses and community mental health workers with GPs is not related with 
their level of qualification, work experience, basic training or advance 
qualifications or best practices.  
However the choice of best practice of Mental Health nurses and 
community mental health workers varies with the level of education and is 
significantly correlated.  This indicates that the work of Mental Health 
nurses and community mental health workers may differ with varying 
experience and level of qualification but their rapport and working 
relationship with GPs is not significantly correlated with their level of 
qualification.  
102  
Strengths of the Study 
During this study, a large number of participants were invited to take 
part.  The researcher believes that a large number of participants make the 
survey more inclusive and the result more authentic.  
There was a high response rate from the participants that provided 
new information about the new MHNIP program in Australia.  In addition, 
these results can be used for comparison studies in the future because 
currently there is limited information/ literature about the program and the 
information provided here is the first of its kind.  
Research Limitations 
The MHNIP is a new program that is in its early stages.  Therefore, 
literature concerning the program is very limited and thus the results cannot 
be compared.  The surveys were constructed to capture the opinions and 
working roles of a variety of workers (GPs, Mental Health Nurses and 
various community workers).  The study was conducted only in one state of 
Australia and the respondents were only from the metropolitan area.  
Recommendations  
A. Research 
This study was carried out in only one state of Australia and 
mainly drawn from a metropolitan area.  Given that this is the first 
study of its kind with this population, it is highly recommended that 
future research should focus on more representative surveys across 
the entire country including non-metropolitan areas.  Now that these 
populations (GPs and community mental health workers) have been 
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described and explored, comparative studies of GPs’ involvement 
with the providence of holistic care to the community may be 
conducted.  In addition, the collaboration of GPs with community 
mental health workers within the MHIP should be correlated with 
outcomes i.e., the outcomes should be considered from the consumer 
perspective. In this regard, future research should engage the 
consumer as well.   
Future research needs to be conducted into ways of 
improving communication between GPs and other health 
professionals.  This study focussed on a mental health program but 
needs to be replicated across all work that GPs conduct. 
B. Education  
There is apparent need to increase the collaboration between 
GPs and the community mental health workers.  The MHNIP is a 
programme that brings the two groups closer.  However, a 
significant portion of GPs and mental health workers need to be 
educated about the programme and how it can be used to foster 
mutually beneficial relationship between them.   
There needs to be systems of educational support too for all 
the workers and external supervision for practice.  Workers could be 
included in local area health service or the Department of General 
Practice education programs to enhance collaboration and utilise 
existing resources.  
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Some unique curriculum is required for this group of workers 
to ensure they understand the extent of the role and can learn from 
each other.  Collaboration and networking would be key areas to 
develop along with patient engagement and the pharmacological and 
legal parameters of working with people with mental illness.  
C. Policy  
Improved mental health care policies are key to bringing 
fruitful outcomes to the client.  Policies should be put in place to 
strengthen the relationship between the GPs and community mental 
health workers.  If better policies are put in place to facilitate the 
understanding and collaboration between GPs and community 
mental health workers, they can help the MHNIP to accelerate the 
closing of the existing gap between these two groups.  Furthermore, 
the policy should be followed by adequate funding to ensure the 
program can continue to address the needs of people with mental 
illness within primary care (Hayman-White, Sgro & Happell, 2006).  
Concluding Remarks 
The primary aim of this study was to investigate the effectiveness of 
engagement between the GPs and the CMHWs.  Community health workers 
mentor consumers with mental health issues concerning the value of life and 
the importance of being part of the community.   
The latest health care reforms show the valuable opportunity to 
accept and capitalise on the contributions of community health workers. 
Community mental health workers are effective because they are able to 
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provide important information and give full support to people with mental 
illness.   
Funding released from federal or private sources creates 
employment opportunities for organisations to expand the existing programs 
and create new programs assisting with the community of need.  It is 
therefore necessary for the community health workers to be given 
opportunities for continuing education, professional recognition and career 
advancements.  It is also important to provide educational scholarships and 
low interest loans for the development of their career, so that they can 
promote better outcome for people with mental illness (Witmer et al., 1995).  
The role of GPs in providing primary care to patients cannot be 
overemphasised.  However, available data indicate shortage of GPs with 
some areas such as Craigieburn and Roxburgh Park recording as low as 1.0 
FTE GP/ 4,068 persons (Mahony, 2005).  The actual availability of GPs to 
collaborate within the MHNIP is therefore paramount to consider when 
many GP services have limited policies and are often solo in practice.  
Policies regarding workload and the profile of mental health consumers 
whom are appropriate for community GP management need to be 
developed.  A triage process of establishing referrals between services and 
GPs is also an avenue neglected and would require further exploration and 
development.   
This study identified that total collaboration between GPs and 
CMHW remains complex and does not automatically occur.  The process of 
effective collaboration needs to be, consciously constructed, learned and 
once established protected.   
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In contemporary health care, it is now time to set aside differences 
and work harmoniously with colleagues from all disciplines toward the 
common goal of quality care, which will provide the necessary shared 
identity (Begley, 2003). 
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Table 23: Correlations 1 
  
Level of 
Education 
Duration of work 
experience 
Essential for community mental 
health workers to have basic 
mental health training 
Many mental health 
clinicians/community mental health 
workers holding advanced mental 
health qualifications Rapport with the engaged GPs 
Level of Education Pearson 
Correlation  -.315
** -.013 -.114** -.046 
Sig. (2-tailed)  .000 .704 .001 .177 
Sum of Squares 
and Cross-
products 
 -286.031 -1.449 -45.560 -21.106 
Covariance  -.337 -.002 -.054 -.025 
N  850 850 850 850 
Duration of work 
experience 
Pearson 
Correlation -.315
**  .110** -.009 -.007 
Sig. (2-tailed) .000  .001 .787 .847 
Sum of Squares 
and Cross-
products 
-286.031  7.115 -2.160 -1.753 
Covariance -.337  .008 -.003 -.002 
N 850  850 850 850 
Essential for 
community mental 
health workers to have 
basic mental health 
training 
Pearson 
Correlation -.013 .110
**  .066 .017 
Sig. (2-tailed) .704 .001  .054 .620 
Sum of Squares 
and Cross-
products 
-1.449 7.115  1.880 .553 
Covariance -.002 .008  .002 .001 
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N 850 850  850 850 
Many mental health 
clinicians/community 
mental health workers 
holding advanced 
mental health 
qualifications 
Pearson 
Correlation -.114
** -.009 .066  .035 
Sig. (2-tailed) .001 .787 .054  .306 
Sum of Squares 
and Cross-
products 
-45.560 -2.160 1.880  4.100 
Covariance -.054 -.003 .002  .005 
N 850 850 850  850 
Rapport with the 
engaged GPs 
Pearson 
Correlation 
-.046 -.007 .017 .035  
Sig. (2-tailed) .177 .847 .620 .306  
Sum of Squares 
and Cross-
products 
-21.106 -1.753 .553 4.100  
Covariance -.025 -.002 .001 .005  
N 850 850 850 850  
*. Correlation is significant at the 0.01 level (2-tailed).     
 
Table 24: Correlations 2 
  Level of education Rapport with GP Best Practice  
Level of education Pearson Correlation  -.046 .072* 
Sig. (2-tailed)  .177 .035 
Sum of Squares and Cross-products  -21.106 58.344 
Covariance  -.025 .069 
N  850 850 
Rapport with GP  Pearson Correlation -.046  .002 
Sig. (2-tailed) .177  .959 
Sum of Squares and Cross-products -21.106  .418 
Covariance -.025  .000 
N 850  850 
Best Practice Pearson Correlation .072* .002  
Sig. (2-tailed) .035 .959  
Sum of Squares and Cross-products 58.344 .418  
Covariance .069 .000  
N 850 850  
*. Correlation is significant at the 0.05 level (2-tailed).  
 
Appendix A 
 
 
Questionnaire for Mental Health Nurses 
and Community Mental Health Workers 	  
Questionnaire for Mental Health Nurses and Community Mental Health Workers 
 
1 Which organisation are you 
employed by? 
 
1. AMHS 
2. Community Health Services 
3. Charitable Organisations 
4. Not for Profit Organisations 
5. Others:  _______________ 
 
6 Do you work  
 
1. Casual 
2. Part – time 
3. Full - time 
2 Which age group best suits you? 
 
1. 18 – 25 
2. 26 – 35 
3. 36 – 45 
4. 46 and above 
 
7 Do you work within a team or are you a 
solo practitioner? 
 
1. Solo 
2. Team 
3 What is your highest level of 
education? 
 
1. Yr 12 
2. Diploma 
3. Tertiary 
4. Higher Degree 
5. PhD 
6. Others: ________________ 
 
8 Do you engage in internal/external 
clinical supervision? 
 
1. None 
2. Internal 
3. External 
4. Both 
 
 
4 Total duration of work experience 
 
1. Less then 1 year 
2. 1 – 3 years 
3. 4 – 6 years 
4. 7 years or more 
 
9 Does the nature of your job scope 
require you to, 
a. Interact with GPs?  
1. Yes  
2. No 
If yes, how often: ______________ 
 
b. Interact with different GPs? 
1. Yes 
2. No 
 
c. Work collaboratively with GPs? 
1. Yes  
2. No 
 
5 Are you employed as 
 
1. Registered Nurse Div 1/2 
2. Registered Psychiatric Nurse 
3. Community Support Worker 
4. Other: _________ 
 
  
 
10 Length of employment into current 
position 
 
1. Less then 1 year 
2. 1 – 3 years 
3. 4 – 6 years 
4.  7 years or more 
 
14 Are you co-located with the engaged 
GP? 
 
1. Yes 
2. No 
 
If no, where do you practice? 
_______________________ 
 
 
11 What are the common methods of 
communication with the engaged 
GPs? 
 
1. Emails 
2. Written letters via postal 
services 
3. Fax 
4. Telephone conversations 
5. Face to Face conversations 
6. Others: _______________ 
 
15 Is it essential for community mental 
health workers to have basic mental 
health training e.g. mental health first 
aid? 
 
1. Yes 
2. No 
12 Are you currently involved in any 
further education? 
 
1. Certificate 4  
2. Post Graduate Certificate 
3. Post Graduate Diploma 
4. Masters 
5. Others: ________________ 
 
16 Would you welcome the option of 
advanced further learning within the 
scope of mental health if given the 
opportunity? 
  
1. Yes 
2. No 
13 Frequency of contact with GPs 
 
1. None 
2. Once daily 
3. Twice daily  
4. More than three times daily 
 
17 Do you know many mental health 
clinicians/community mental health 
workers holding advanced mental health 
qualifications? 
  
1. Yes 
2. No 
No 
 
*If Yes, go to question 18,  
if No, move on to question 19 
 
4)   
  
 
 
18 Are all the patients, 
 
a. Linked with a GP? 
 
1. Yes 
2. *No 
 
*If no, would you experience 
much difficulty linking the 
patient with a    GP? 
 
1. Yes 
2. No 
  
b. Have a diagnosed mental 
illness 
 
1. Yes 
2. No 
 
 
20 Do you think you have a rapport with 
the engaged GPs? 
 
1. Yes 
2. No 
 
 
If no, why do you think this is so? 
 
 
 
 
 
 
 
 
 
 
 
19 Have you discharged any 
patients recently to a GP? 
 
1. *Yes 
2. No 
 
 
  
 
21 Is there a plan in place for the GP 
to work in accordance put in place 
prior to the patient’s discharge 
from the specific support program? 
 
1. Yes 
2. No 
 
24 What is the preferred method of 
communication with the GP? 
 
1. Via emails 
2. Letter in the mail 
3. Teleconferencing 
4. Phone call/s 
5. Handover with the practice 
nurse 
6. Direct contact with the GP 
7. Others: 
__________________________
__________________________
__________________________ 
 
22 a. Were there any prior 
discussions with the GP 
about the discharge plan 
before the planned 
discharge? 
 
1. *Yes 
2. No 
 
b. If *Yes, was it difficult to 
organise a meeting time? 
 
1. ^Yes 
2. No 
 
c. If ^Yes, what were the 
difficulties? 
 
1. Time constraints 
2. Difference in working 
hours 
3. Others: 
____________________
____________________
____________________ 
 
25 Do you often see the necessity to advocate 
your patient’s concerns to the GPs? 
 
1. Never 
2. Rarely 
3. Sometimes 
4. Often 
23 Have any engaged GPs you work 
collaboratively with requested for a 
case conference for any of the 
referred patients? 
 
1. Yes 
2. No 
 
26 Would you interrupt a consult if you 
feel that the GP might be missing out 
some important details during the 
consult? 
 
1. Yes 
2. No 
 
27 
 
Do you feel confident of your 
clinical skills enough to voice an 
opinion if you are not agreeing 
with the GPs plan? 
 
1. Yes 
2. No 
 
30 In your opinion, do you see yourself as a 
resourceful community clinician? 
 
1. Yes 
2. No 
 
28 
 
Does the engaged GP take into 
account your assessment/expressed 
concerns of the patient? 
  
1. Yes 
2. No 
 
 
31 Do you think you have fully utilised the 
community resources while supporting the 
patient? 
 
1. Yes 
2. No 
 
 
 
29 Do you have an avenue to de-brief? 
 
1. *Yes 
2. No 
 
If *Yes, 
 
a) How often? ______ 
 
b) Via which channels?  
• ________________ 
• ________________ 
• ________________ 
 
c) Has this practice been useful 
for you?  
1. Yes 
2. No 
 
 
 32 When was the last time you attended an 
in-service/information night? 
 
1. Last night 
2. Last week 
3. Last month 
4. Last year 
5. Other:________________ 
 
 
33 Did you benefit from the 
attendance? 
 
1. Yes  
2. No 
 
36 On the average, how many education 
sessions do you participate annually? 
 
1. None 
2. One 
3. Two 
4. Three 
5. More then four 
 
34 Do you think the attendances of in-
services/information nights are 
essential for professional 
development? 
 
1. Yes 
2. No 
 
37 In your opinion, is the organisation of 
which you are employed, 
 
a. Supportive of professional 
development?  
 
1. Yes 
2. No 
 
b. Stimulates a learning environment? 
 
1. Yes 
2. No 
 
c. Provides adequate infrastructure to 
facilitate professional development 
e.g. staff replacement, venue of 
session etc? 
 
1. Yes 
2. No 
 
d. Encourages staff to seek 
opportunities for further learning? 
 
1. Yes 
2. No 
 
 
35 Do you think best practice can be 
achieved with, 
 
1. Evidence Based Practice 
2. Intuition and “Gut” feeling/s 
3. On the job experience 
4. Academic qualification/s 
5. All of the above 
 
  
 
 
 
 
 
  Strongly 
Agree 
Agree  Unsure Disagree Strongly 
Disagree 
Not Applicable 
1 The GP takes into consideration my assessment of the patient 
 
      
2 I feel I work in partnership with GPs most of the time 
 
      
3 When I first started in my role I felt it was beyond me 
 
      
4 Often I feel like giving up and finding another job 
 
      
5 Sometimes I feel that I am not able to perform 
 
      
6 I feel GPs understand the extent of the role that I can perform 
 
      
7 I feel my role has increased my scope of practice 
 
      
8 I feel my role has extended my learning as a clinician 
 
      
9 My role is (would) be enhanced if I was co located with a GP 
 
      
10 My education prepared me well for this role 
 
      
11 Previous experience I have had in inpatient units assisted me to prepare for 
this role 
 
      
12 I would recommend this role to others 
 
      
13 I am satisfied with my current role 
 
 
 
 
      
  
 
 
Strongly 
Agree 
Agree  Unsure Disagree Strongly 
Disagree 
Not Applicable 
14 I consider that I will be in this role in the next 3 years 
 
      
15 I am confident I can mentor other mental health nurses whom have 
recently entered the program 
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Questionnaire for General Practitioners 
(GPs) 
	  
Questionnaire for General Practitioners (GPs): 
 
1 Which age group best suits you? 
 
a. 25 – 35 
b. 36 – 45 
c. 46 – 55 
d. 56 and above 
 
6 How often have you contacted the 
Crisis Assessment Team (CATT) in 
the last year? 
 
a. Never 
b. Once or Twice 
c. More then three times 
d. Too many times to 
remember 
 
2 Do you have your own practice? 
 
a. Yes (move on the Qn 4) 
b. *No (continue to Qn 3) 
 
7 Do you frequently utilise the 
services provided by your local 
Primary Mental Health Team 
(PMHT)? 
a. Yes 
b. No 
 
3 If *No, which best describes the nature 
of your employment organisation? 
 
a. Community Health General 
Practice 
b. Cooperate Health Organisation 
c. Private Practices 
d. Others: ______________ 
 
8 How often have you required 
services from the PMHT in the last 
year? 
Please indicate an estimated number    
____________ 
 
4 Where is/are your practice(s) located? 
 
• _______________________ 
• _______________________ 
• _______________________ 
• _______________________ 
• _______________________ 
 
9 Do you know about the item 
number #2710 – Mental Health 
Care Plan 
 
a. Yes 
b. No 
5 Do you see many patients with mental 
health concerns during your every day 
work? 
 
a. Yes 
b. No 
c. Not Sure 
 
10 If so, how often do you use this item 
number? 
 
a. Often 
b. Sometimes 
c. Rarely 
d. Never 
 
 
11 Whom would your first portal of 
referral be when the Mental Health 
Care Plan is drafted and completed? 
 
• ______________________ 
• ______________________ 
• ______________________ 
• ______________________ 
 
17 Do you have many/any patients 
whom have mental health 
concerns/diagnosis present in 
consults with a support worker? 
 
a. Yes 
b. No 
c. Never Noticed 
12 Do you know about the Mental Health 
Nurse Incentive Program (MHNIP)? 
 
a. Yes 
b. No 
 
18 Have you have much contact with 
any mental health community 
support worker/s in the past year? 
a. Yes 
b. No 
 
13 How did you hear about the MHNIP? 
• _______________________ 
• _______________________ 
• _______________________ 
• _______________________ 
• _______________________ 
• _______________________ 
 
19 Do you think it is important to have 
a rapport with the MHNIP 
clinician/community support 
worker? 
 
a. Yes 
b. No 
c. Never thought about it 
 
14 How often do you utilise this 
program? 
 
a. All the time 
b. Sometimes 
c. Rarely 
d. Never 
 
20 Do you think the rapport with the 
existing community support 
workers/MHNIP clinician/s is/are 
strong? 
 
a. Yes 
b. No 
c. Never Noticed 
 
15 Do you have a MHNIP clinician co-
located in the practice where you 
work? 
 
a. Yes 
b. No 
 
21 Do you think the mental state 
assessment outcome of the support 
worker differs from clinicians of the 
MHNIP? 
 
a. Yes 
b. No 
c. Never Noticed 
 
16 Do you think the introduction of this 
program is useful and supportive of 
your everyday practice? 
 
a. Yes 
b. No 
22 Are you able to work in 
collaboration with the clinician 
from MHNIP?  
a. Yes  
b. No 
c. Never Noticed 
 
 
23 Would you recommend the utility of 
MHNIP to any of your fellow 
colleagues? 
 
a. Yes 
b. No 
24 Have you ever attended a case 
conference with a clinician from 
MHNIP? 
 
a. Yes 
b. No 
 
 
  Strongly 
Agree 
Agree Unsure Strongly 
Disagree 
Disagree 
1 The mental health support worker takes into consideration my assessment of the 
patient 
 
     
2 I feel I work in partnership with the mental health support worker most of the 
time 
 
     
3 When I first started working with people with a mental illness I felt it was 
beyond me 
 
     
4 My overall satisfaction when working with people with a mental illness has 
increased because of my partnership with mental health support workers 
 
     
5 Often I feel I have nothing to offer people with a mental illness 
 
     
6 I feel the mental health support worker understands the extent of role that I can 
perform 
 
     
7 I feel my role in working with people who have a mental illness has increased 
my scope of practice 
 
     
8 I feel that working with mental health community workers has extended my 
understanding of mental illness 
 
     
9 The role of the mental health community worker  is enhanced if we are co-
located 
     
10 My medical education has prepared me well for working with people with a 
mental illness 
     
  Strongly 
Agree 
Agree Unsure Strongly 
Disagree 
Disagree 
11 The clinical outcomes of patients I have who have a mental illness are enhanced 
because of the community mental health worker  
     
12 I am confident that the community mental health worker is alleviating some of 
my professional pressure (workload) while supporting the client  
 
     
13  I feel confident with the clinical reports that the community mental health 
workers prepare for me 
 
     
14 I fully understand the role of the community mental health workers  
 
     
15 I feel the role of the community mental health worker has limitations in 
supporting me as a GP 
     
16 I will recommend the use of community mental health workers to my fellow 
colleagues 
 
     
17  I feel the funding is appropriate for the time and effort invested during the time 
of consult 
 
     
18 I am comfortable with the initiation of the mental health care plan by the 
community mental health worker 
 
     
19 I often have to make many adjustments to the mental health care plan before 
finalising it 
 
     
20 I am confident with my assessment skills when working with a person with a 
mental illness  
 
     
  Strongly 
Agree 
Agree Unsure Strongly 
Disagree 
Disagree 
21 The community mental health worker is able to conduct follow up liaison for 
me and this has reduced my workload 
     
22  I am confident to leave discharge planning decision making to the community 
mental health worker  
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Appendix D 
 
 
Introduction for Participation of study 
(Cover Letter) 
	  
Dear	  Colleague,	  
My	  name	  is	  Joey	  Tan	  and	  I	  am	  writing	  to	  invite	  you	  to	  be	  part	  of	  the	  research	  project	  I	  am	  conducting.	  	  
This	  research	  is	  the	  requirement	  of	  the	  award	  of	  Master	  of	  Nursing	  from	  RMIT.	  
The	  focus	  of	  the	  research	  project	  looks	  at	  what	  influences	  the	  outcome	  of	  the	  engagement	  between	  a	  
community	  mental	  health	  worker/clinician	  and	  the	  General	  Practitioner	  (GP).	  	  	  	  It	  explores	  the	  aspects	  of	  
experience	  on	  the	  job,	  academic	  qualifications	  and	  has	  the	  introduction	  of	  the	  Mental	  Health	  Nurse	  
Incentive	  Program	  (MHNIP)	  influenced	  a	  change/improvement	  in	  GP	  engagement.	  
Your	  valuable	  input	  towards	  the	  survey	  would	  greatly	  contribute	  to	  the	  successful	  completion	  of	  this	  
project.	  	  This	  might	  largely	  influence	  the	  future	  of	  GP	  engagement	  and	  trigger	  interest	  in	  further	  projects	  
enhancing	  the	  bridge	  of	  communication	  between	  these	  working	  professionals	  resulting	  in	  efficient	  and	  
best	  practice	  in	  patient	  care.	  
I	  urge	  you	  to	  follow	  the	  links	  provided	  to	  complete	  this	  online	  survey.	  	  Thank	  you	  once	  again	  for	  
considering	  my	  project.	  
	  
Kind	  Regards,	  
Joey	  Tan	  
Mental	  Health	  Nurse	  
	  
	  
	  
Appendix E 
 
 
Plain Language Statement  (PLS) 
	  
	  …continued	 on	 next	 page 	  
	  	  
Plain	  Language	  Statement:	  
Dear	  Participant,	  
Project	   Engagement	  between	  community	  mental	  health	  workers	  and	  General	  
Practitioners	  working	  under	  the	  Mental	  Health	  Nurse	  Incentive	  Program	  
	  
Name	  of	  Researcher	   Joey	  Geok	  Lin	  Tan	  
	  
Name	  of	  Supervising	  
Researcher	  
	  
Dr.	  Phillip	  Michael	  Maude	  
Purpose	  of	  Study	   You	  are	  invited	  to	  assist	  with	  the	  exploration	  of	  the	  quality	  of	  communication	  
and	  engagement	  between	  the	  General	  Practitioners	  and	  community	  mental	  
health	  workers	  under	  the	  Mental	  Health	  Nurse	  Incentive	  Program.	  	  	  This	  study	  
also	  explores	  and	  describes	  how	  this	  scheme	  has	  enhanced	  communication	  
between	  these	  two	  groups	  to	  improve	  outcomes	  for	  people	  with	  mental	  illness	  
who	  are	  living	  in	  the	  community.	  
	  
Benefits	  of	  Study	   This	  study	  will	  not	  only	  outline	  the	  profile	  of	  community	  mental	  health	  workers	  
and	  the	  General	  Practitioners	  they	  work	  with,	  but	  also	  highlight	  of	  organizations	  
should	  promote	  an	  ongoing	  learning	  environment	  to	  provide	  a	  model	  of	  best	  
service	  delivery.	  
	  
What	  would	  be	  
expected	  of	  you?	  
If	  you	  decide	  to	  take	  part	  in	  this	  research,	  you	  would	  receive	  an	  email,	  with	  a	  
web	  link	  of	  the	  survey	  site	  hosted	  by	  Survey	  Monkey.	  	  	  Dependent	  of	  whether	  
you	  are	  a	  General	  Practitioner	  or	  a	  Community	  Mental	  Health	  Worker,	  you	  will	  
be	  guided	  via	  the	  online	  prompts	  to	  successfully	  complete	  the	  simple	  survey.	  	  
Should	  a	  person	  be	  interested	  in	  participating	  in	  the	  study	  but	  not	  able	  to	  use	  
the	  web	  based	  platform	  they	  will	  be	  able	  to	  request	  a	  copy	  of	  the	  survey	  
instrument	  via	  the	  post	  or	  email.	  
	  
Risks/Discomforts	   There	  are	  no	  specific	  risks	  associated	  with	  this	  study.	  
	  
Confidentiality	   Full	  confidentiality	  will	  be	  maintained	  at	  all	  times.	  	  There	  will	  be	  no	  mention	  or	  
reference	  to	  any	  participants’	  names,	  organizational	  names	  throughout	  the	  scale	  
of	  the	  online	  survey/questionnaire.	  	  Completed	  surveys	  will	  be	  locked	  in	  a	  
password	  sensitive	  data	  bank	  within	  the	  domains	  of	  Survey	  Monkey	  throughout	  
the	  time	  of	  study,	  only	  assessable	  to	  both	  the	  researcher	  and	  the	  Supervising	  
researcher.	  	  
Your	  Participation	   We	  would	  be	  grateful	  if	  you	  did	  participate	  in	  this	  study	  but	  you	  are	  free	  to	  
refuse	  to	  participate.	  	  Even	  if	  you	  decide	  to	  participate,	  you	  may	  choose	  to	  
withdraw	  from	  the	  research	  at	  anytime.	  	  	  
	  
	   	  
	  This	 information	 is	 yours	 to	 keep.	 
Results	  of	  the	  Study	   Results	  of	  the	  study	  will	  be	  published	  in	  accordance	  of	  the	  requirements	  of	  the	  
criteria	  of	  the	  major	  thesis	  fulfilling	  the	  needs	  of	  the	  Masters	  Program	  in	  RMIT.	  	  If	  
you	  wish	  to	  have	  a	  copy	  of	  the	  completed	  thesis,	  arrangements	  can	  be	  organized	  
to	  do	  so.	  
	  
Persons	  to	  contact	   If	  you	  have	  any	  question	  about	  the	  project,	  please	  contact	  the	  researcher,	  Joey	  
Tan	  via	  email	  –	  joey.tan@dgchs.org.au.	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Cover Letter for relevance testing  
	  
Dear	  esteemed	  colleagues,	  
	  
As	  most	  might	  know,	  this	  project	  is	  the	  requirement	  of	  my	  award	  of	  Master	  of	  Nursing	  offered	  by	  RMIT.	  	  
The	  project	  explores	  the	  importance	  of	  academic	  qualifications	  and	  experience	  amongst	  the	  mental	  
health	  workers	  and	  clinicians	  and	  how	  intrinsic	  factors	  as	  such	  impacts	  on	  GP	  engagement.	  
I	  have	  developed	  a	  short	  survey	  with	  the	  guidance	  of	  my	  thesis	  supervisor	  Associate	  Professor	  Dr	  Phillip	  
Maude	  exploring	  the	  level	  of	  education,	  work	  experience	  and	  readiness	  for	  the	  job	  of	  the	  clinicians,	  
mental	  health	  workers	  and	  GPs.	  
The	  proposed	  survey	  has	  been	  tabulated	  against	  a	  scale	  of	  	  
1. Relevant	  –	  Question	  is	  relevant	  and	  should	  remain	  in	  the	  study	  
2. Relevant	  but	  needs	  re-­‐wording	  –	  You	  feel	  the	  question	  should	  remain	  but	  needs	  changing	  
3. Irrelevant	  –	  Question	  does	  not	  apply	  to	  the	  study	  and	  should	  be	  removed	  
Added	  is	  also	  a	  column	  for	  your	  valuable	  comments	  if	  any.	  
Please	  feel	  free	  to	  contact	  me	  if	  in	  doubt.	  
Email	  –	  joey.tan@dgchs.org.au	  
Kind	  Regards,	  
Joey	  Tan	  
Mental	  Health	  Nurse	  
	  
	  
Appendix G 
 
 
Relevance testing (Questionnaire for 
Mental Health Nurses and Community 
Mental Health Workers)  	  
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
1 Which organisation are you employed by? 
1. AMHS 
2. Community Health Services 
3. Charitable Organisations 
4. Not for Profit Organisations 
5. Others:  _______________ 
    
2 Which age group best suits you? 
1. 18 – 25 
2. 26 – 35 
3. 36 – 45 
4. 46 and above 
    
3 What is your highest level of education? 
1. Yr 12 
2. Diploma 
3. Tertiary 
4. Higher Degree 
5. PhD 
6. Others: ________________ 
    
4 Total duration of work experience 
1. Less then 1 year 
2. 1 – 3 years 
3. 4 – 6 years 
4. 7 years or more 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
5 Are you employed as 
1. Registered Nurse Div 1/2 
2. Registered Psychiatric Nurse 
3. Community Support Worker 
4. Other: _________ 
    
6 Do you work  
1. Casual 
2. Part – time 
3. Full - time 
    
7 Do you work within a team or are you a solo 
practitioner? 
1. Solo 
2. Team 
    
8 Do you engage in internal/external clinical supervision 
1. None 
2. Internal 
3. External 
4. Both 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
9 Does the nature of your job scope require you to, 
a. Interact with GPs?  
1. Yes  
2. No 
If yes, how often: ______________ 
 
b. Interact with different GPs? 
1. Yes 
2. No 
c. Work collaboratively with GPs? 
1. Yes  
2. No 
    
10 Length of employment into current position 
1. Less then 1 year 
2. 1 – 3 years 
3. 4 – 6 years 
4.  7 years or more 
    
11 What are the common methods of communication with 
the engaged GPs? 
1. Emails 
2. Written letters via postal services 
3. Fax 
4. Telephone conversations 
5. Face to Face conversations 
6. Others: _______________ 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
12 Are you currently involved in any further education? 
1. Certificate 4  
2. Post Graduate Certificate 
3. Post Graduate Diploma 
4. Masters 
5. Others: ________________ 
    
13 Frequency of contact with GPs 
1. None 
2. Once daily 
3. Twice daily  
4. More than three times daily 
    
14 Are you co-located with the engaged GP? 
1. Yes 
2. No 
If no, where do you practice?  
    
15 Is it essential for community mental health workers to 
have basic mental health training e.g. mental health first 
aid? 
1. Yes 
2. No 
    
16 Would you welcome the option of advanced further 
learning within the scope of mental health if given the 
opportunity? 
1. Yes 
2. No 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
17 Do you know many mental health clinicians/community 
mental health workers holding advanced mental health 
qualifications? 
1. Yes 
2. No 
*If Yes, go to question 18,  
if No, move on to question 19 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
18 Are all the patients, 
a. Linked with a GP? 
1. Yes 
2. *No 
*If no, would you experience much difficulty linking the 
patient with a    GP? 
1. Yes 
2. No 
b.Have a diagnosed mental illness 
1. Yes 
2. No 
c. How many active and inactive clients are you 
supporting at the moment? 
1. Active: _____ 
2. Inactive: _____ 
    
19 Have you discharged any patients recently to a GP? 
 
1. *Yes 
2. No 
 
If *Yes, is the patient still linked with other community 
services?  If so, which services are they linked with? 
• ___________________ 
• ___________________ 
 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
20 Do you think you have a rapport with the engaged GPs? 
1. Yes 
2. No 
 
    
21 Is there a plan in place for the GP to work in accordance put 
in place prior to the patient’s discharge from the specific 
support program? 
1. Yes 
2. No 
    
22 a. Were there any prior discussions with the GP about 
the discharge plan before the planned discharge? 
1. *Yes 
2. No 
b. If *Yes, was it difficult to organise a meeting time? 
1. ^Yes 
2. No 
c. If ^Yes, what were the difficulties? 
1. Time constraints 
2. Difference in working hours 
3. Others:______________________________ 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
23 Have any engaged GPs you work collaboratively with 
requested for a case conference for any of the referred 
patients? 
1. Yes 
2. No 
    
24 What is the preferred method of communication with the 
GP? 
1. Via emails 
2. Letter in the mail 
3. Teleconferencing 
4. Phone call/s 
5. Handover with the practice nurse 
6. Direct contact with the GP 
7. Others:  
    
25 Do you often see the necessity to advocate your patient’s 
concerns to the GPs? 
1. Never 
2. Rarely 
3. Sometimes 
4. Often 
    
26 Would you interrupt a consult if you 
feel that the GP might be missing out 
some important details during the 
consultation? 
1. Yes 
2. No 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
27 Do you feel confident of your clinical skills enough to 
voice an opinion if you are not agreeing with the GPs 
plan? 
1. Yes 
2. No 
    
28 Does the engaged GP take into account your 
assessment/expressed concerns of the patient?  
1. Yes 
2. No 
    
29 Do you have an avenue to de-brief? 
1. *Yes 
2. No 
If *Yes, 
a) How often? ______ 
b) Via which channels?  
• ________________ 
• ________________ 
• ________________ 
 
c) Has this practice been useful for you?  
1. Yes 
2. No 
 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
30 In your opinion, do you see yourself as a resourceful 
community clinician? 
1. Yes 
2. No 
    
31 
Do you think you have fully utilised the community 
resources while supporting the patient? 
 
1. Yes 
2. No 
 
 
    
32 When was the last time you attended an in-
service/information night? 
1. Last night 
2. Last week 
3. Last month 
4. Last year 
5. Other:________________ 
    
33 Did you benefit from the attendance? 
1. Yes  
2. No 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
34 Do you think the attendances of in-services/information 
nights are essential for professional development? 
1. Yes 
2. No 
 
    
35 Do you think best practice can be achieved with, 
1. Evidence Based Practice 
2. Intuition and “Gut” feeling/s 
3. On the job experience 
4. Academic qualification/s 
5. All of the above 
 
    
36 On the average, how many education sessions do you 
participate annually? 
1. None 
2. One 
3. Two 
4. Three 
5. More then four 
 
    
 
#  Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
37 In your opinion, is the organisation of which you are 
employed, 
a. Supportive of professional development?  
1. Yes 
2. No 
b. Stimulates a learning environment? 
1. Yes 
2. No 
c. Provides adequate infrastructure to facilitate 
professional development e.g. staff replacement, 
venue of session etc? 
1. Yes 
2. No 
d. Encourages staff to seek opportunities for further 
learning? 
1. Yes 
2. No 
    
 
 *The following questions are rated with the following – “Strongly Agree”, 
“Agree”, “Unsure”, “Strongly Agree”, “Disagree” 
Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
 
 
1 The GP takes into consideration my assessment of the 
patient 
 
    
2 I feel I work in partnership with GPs most of the time 
 
    
3 When I first started in my role I felt it was beyond me 
 
    
4 Often I feel like giving up and finding another job 
 
    
5 Sometimes I feel that I am not able to perform 
 
    
6 I feel GPs understand the extent of the role that I can 
perform 
 
    
7 I feel my role has increased my scope of practice 
 
    
8 I feel my role has extended my learning as a clinician 
 
    
9 My role is (would) be enhanced if I was co located with a 
GP 
 
    
10 My education prepared me well for this role 
 
    
11 Previous experience I have had in inpatient units assisted 
me to prepare for this role 
 
    
 
 *The following questions are rated with the following – “Strongly Agree”, 
“Agree”, “Unsure”, “Strongly Agree”, “Disagree” 
Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
 
 
12 I would recommend this role to others 
 
    
13 I am satisfied with my current role 
 
    
14 I consider that I will be in this role in the next 3 years 
 
    
15 I am confident I can mentor other mental health nurses 
whom have recently entered the program 
 
    
 
Appendix H 
 
 
Relevance testing (Questionnaire for 
General Practitioners)  	  
#  1. Relevant 2. Relevant but 
needs re-
wording 
3. Irrelevant Comments 
1 Which age group best suits you? 
a. 25 – 35 
b. 36 – 45 
c. 46 – 55 
d. 55 and above 
    
2 Do you have your own practice? 
a. Yes (move on the Qn 4) 
b. *No (continue to Qn 3) 
    
3 If *No, which best describes the nature of your 
employment organisation? 
 
a. Community Health General Practice 
b. Cooperate Health Organisation 
c. Private Practices 
d. Others: ______________ 
    
4 Where is/are your practice(s) located? 
• _______________________ 
• _______________________ 
• _______________________ 
    
5 Do you see many patients with mental health 
concerns during your every day work? 
a. Yes 
b. No 
c. Not Sure 
    
 
#  Relevant Relevant but needs 
re-wording 
Irrelevant Comments 
6 How often have you contacted the Crisis Assessment 
Team (CATT) in the last year? 
 
a. Never 
b. Once or Twice 
c. More then three times 
d. Too many times to remember 
    
7 Do you frequently utilise the services provided by 
your local Primary Mental Health Team (PMHT)? 
a. Yes 
b. No 
    
8 How often have you required services from the 
PMHT in the last year? 
Please indicate an estimated number    ____________ 
    
9 Do you know about the item number #2710 – Mental 
Health Care Plan 
a. Yes 
b. No 
    
10 If so, how often do you use this item number? 
a. Often 
b. Sometimes 
c. Rarely 
d. Never 
    
 
#  Relevant Relevant but needs 
re-wording 
Irrelevant Comments 
11 Whom would your first portal of referral be when the 
Mental Health Care Plan is drafted and completed? 
• ______________________ 
• ______________________ 
    
12 Do you know about the Mental Health Nurse 
Incentive Program (MHNIP)? 
a. Yes 
b. No 
    
13 How did you hear about the MHNIP? 
• _______________________ 
• _______________________ 
 
    
14 How often do you utilise this program? 
a. All the time 
b. Sometimes 
c. Rarely 
d. Never 
    
15 Do you have a MHNIP clinician co-located in the 
practice where you work? 
a. Yes 
b. No 
    
16 Do you think the introduction of this program is 
useful and supportive of your everyday practice? 
a. Yes 
b. No 
    
 
#  Relevant Relevant but needs 
re-wording 
Irrelevant Comments 
17 Do you have many/any patients whom have mental 
health concerns/diagnosis present in consults with a 
support worker? 
a. Yes 
b. No 
c. Never Noticed 
    
18 Have you have much contact with any mental health 
community support worker/s in the past year? 
a. Yes 
b. No 
    
19 Do you think it is important to have a rapport with 
the MHNIP clinician/community support worker? 
a. Yes 
b. No 
c. Never thought about it 
    
20 Do you think the rapport with the existing 
community support workers/MHNIP clinician/s is/are 
strong? 
a. Yes 
b. No 
c. Never Noticed 
    
21 Do you think the mental state assessment outcome of 
the support worker differs from clinicians of the 
MHNIP? 
a. Yes 
b. No 
c. Never Noticed 
    
 
#  Relevant Relevant but needs 
re-wording 
Irrelevant Comments 
22 Are you able to work in collaboration with the 
clinician from MHNIP?  
a. Yes  
b. No 
c. Never Noticed 
    
23 Would you recommend the utility of MHNIP to any 
of your fellow colleagues? 
a. Yes 
b. No 
    
24 Have you ever attended a case conference with a 
clinician from MHNIP? 
a. Yes 
b. No 
    
 
 
 *The following questions are rated with the following – “Strongly Agree”, “Agree”, “Unsure”, 
“Strongly Agree”, “Disagree” 
Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
 
 
1 The mental health support worker takes into consideration my assessment of 
the patient 
    
2 I feel I work in partnership with the mental health support worker most of 
the time 
    
3 When I first started working with people with a mental illness I felt it was 
beyond me 
    
4 My overall satisfaction when working with people with a mental illness has 
increased because of my partnership with mental health support workers 
    
5 Often I feel I have nothing to offer people with a mental illness     
6 I feel the mental health support worker understands the extent of role that I 
can perform 
    
7 I feel my role in working with people who have a mental illness has 
increased my scope of practice 
    
8 I feel that working with mental health community workers has extended my 
understanding of mental illness 
    
9 The role of the mental health community worker  is enhanced if we are co-
located 
    
10 My medical education has prepared me well for working with people with a 
mental illness 
    
11 The clinical outcomes of patients I have who have a mental illness are 
enhanced because of the community mental health worker  
    
12 I am confident that the community mental health worker is alleviating some 
of my professional pressure (workload) while supporting the client  
    
13  I feel confident with the clinical reports that the community mental health 
workers prepare for me 
    
14 I fully understand the role of the community mental health workers      
 
 *The following questions are rated with the following – “Strongly Agree”, “Agree”, “Unsure”, 
“Strongly Agree”, “Disagree” 
Relevant Relevant 
but needs 
re-wording 
Irrelevant Comments 
 
 
15 I feel the role of the community mental health worker has limitations in 
supporting me as a GP 
    
16 I will recommend the use of community mental health workers to my fellow 
colleagues 
    
17  I feel the funding is appropriate for the time and effort invested during the 
time of consult 
    
18 I am comfortable with the initiation of the mental health care plan by the 
community mental health worker 
    
19 I often have to make many adjustments to the mental health care plan before 
finalising it 
    
20 I am confident with my assessment skills when working with a person with 
a mental illness  
    
21 The community mental health worker is able to conduct follow up liaison 
for me and this has reduced my workload 
    
22  I am confident to leave discharge planning decision making to the 
community mental health worker  
    
 
 
